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A Plea for Exploration in Suspected Malignant 
Disease of the Ovary, with Illustrative Cases. 


Being the Ingleby lectures for 1904, delivered on May 10th and 17th at the University 
of Birmingham. 
By Cuartes J. Cuttinewortn, M.D., F.R.C.P., 
Obstetric Physician to St. Thomas’s Hospital, London. 


II. 


In my last lecture I spoke of the difficulty of diagnosing a case of 
malignant papilloma of the ovary from a case of ordinary infective, 
or non-malignant, papilloma, and of the desirability of making an 
exploratory incision in every doubtful case. And when, even after 
the abdomen has been opened and the parts have been exposed 
to view and touch, there still remains, as there will occasionally 
remain, a doubt as to the true nature of the disease, I 
advocated the completion of the operation wherever it was 
at all possible. I narrated in, I am afraid, somewhat wearying 
detail, three cases which had come under my own observation and of 
which the subsequent history, extending over a long series of years, 
was more or less fully known to me. In all three, the adoption of 
the measures I was advocating, though carried out under the most 
unpromising circumstances, had had the result of considerably 
prolonging life, and in one instance, of apparently effecting a 
complete and permanent cure. In order that I may not lay myself 
open to the charge of recording only the more favourable cases, I am 
about to relate, very briefly, the particulars of a case which, though 
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less successful in regard to the extent to which life was prolonged, 
nevertheless still appears to me to have justified the decision to 
operate. 

The patient was a married woman, aged 62, who had had nine 
children and who had ceased to menstruate ten years previously. 
She was brought to me on November 18th, 1899, by the late 
Mr. Rudge, of Bristol, who informed me that she had been seen by 
several consultants in Bristol, and that they, considering the case to 
be one of malignant disease, had, on that ground, advised against any 
operation. Mr. Rudge himself disagreed with this view and had 
therefore brought his patient up to London for another opinion. 
She had been in failing health for several months and looked seriously 
ill. 

I found a cystic tumour occupying the lower half of the abdomen, 
and, in the hollow of the sacrum, apparently continuous with the 
abdominal tumour, a soft swelling in which, though it was elastic, I 
could not satisfy myself that there was evidence of fluctuation. This 
intra-pelvic swelling pushed the uterus upwards and forwards and 
encroached both upon the vagina and upon the rectum. 

On the ground that there was no evidence that the tumour, what- 
ever its nature, was irremovable, I agreed with Mr. Rudge as to the 
desirability of at least an exploratory operation, and we advised the 
patient and her friends accordingly. After returning home to 
Bristol and considering the matter, the patient, at the entreaty of 
her husband and children, decided to give her consent, and on 
November 29th, 1899, the operation was performed. Two tumours 
were removed, one abdominal, one pelvic. The former was partly 
cystic (2 pints 7 fluid ounces being removed by tapping before 
removal) and partly solid, and grew from the left ovary. The latter 
was solid, with cavities in its substance due to softening, and was 
adherent to surrounding parts. It grew from the right ovary and 
was equal in size to an ostrich’s egg. There was some ascites. The 
uterus was healthy. 

On examination the tumours proved to be unquestionably 
malignant. Mr. Targett, who examined them microscopically, pro- 
nounced them to be sof!, columnar-celled carcinomata of the ovary. 

The patient made a good recovery, her temperature never exceed- 
ing 100°F., and was able to return home to Bristol within three 
weeks. 

On the 31st of January, 1903, rather more than three years after 
the operation, Mr. Rudge reported that there was no evidence of 
recurrence and that the patient was, in fact, quite well. But, not 
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long after that, her health began to fail, and she complained of pain 
and tenderness in the left iliac region. These symptoms increased, 
and gastro-intestinal disturbances followed, with cramp, and edema 
of both lower extremities; and, though no actual growth was dis- 
covered throughout the illness, the emaciation and loss of strength 
became very pronounced and death occurred on the 19th of August, 
1903. 

As I began by saying, I do not put this case forward as being a 
signal instance of success. I include it rather because I feel it only 
fair to speak of the less successful cases as well as the more successful. 
But even here, was it not worth while for the patient to undergo the 
operation? As a result of it, she had three years of comparative 
health and comfort; without it she must, I think, have died, under 
circumstances of great and increasing misery, within almost as many 
months. That is the case as stated from the patient’s point of view. 
But there are the relatives and friends to be considered, and it is 
certain that they would declare the prolongation of so highly valued 
a life for nearly four years to be well worth the venture. 

In the next case to which I will ask your attention, I was myself 
in some doubt at first as to the desirability of an operation. A single 
lady of 34, acting as her father’s secretary, was sent to me from 
Gloucestershire on the 28th of January, 1902, with the statement that 
she had a rapidly increasing abdominal tumour, and that she had 
also some dulness at the lower part of the chest on the right side, 
which the doctor thought might be due to old pleurisy and not to the 
presence of fluid. The account the patient gave me was that some 
increase in size had first been noticed in May, 1901, but that no 
attention had been paid to it until October, when she began to suffer 
from severe attacks of abdominal pain, which were thought to be due 
to indigestion. No examination had been made until Christmas Eve, 
when the doctor had discovered a tumour. Three days later she saw 
a consulting physician in Gloucester, who regarded the tumour as 
uterine and did not consider that an operation was at present advis- 
able. The patient had, however, become rapidly worse, and during 
the last fortnight had been incapacitated from following her usual 
occupation and had been unable to lie down at night. 

I found the abdomen enlarged and tense from the presence of a 
fixed, tender, cystic tumour, equal in size to the six months pregnant 
uterus. On vaginal examination the uterus was found to be lying 
forward and to the left of the middle line. It was of normal length 
and immovable. Behind it there was a fixed, hard swelling, extend- 
ing across the back of the pelvis. Otherwise no part of the tumour 
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extended into the pelvis. The patient had a dry cough and dyspnea, 
with dulness over the posterior and lower part of the right lung and 
exaggerated resonance below it. My opinion was that the abdominal 
tumour was either a malignant ovarian cyst or an ordinary ovarian 
cyst with a twisted pedicle and secondary inflammation around it. 
The patient went into St. Thomas’s Home the following day in 
order to be under my observation. Being in some doubt as to the 
precise condition of things in the chest I suggested a consultation, 
and on January 31st Dr. Sharkey, the senior physician to St. Thomas’s 
Hospital, saw her with me and examined the chest very carefully. 
He would not give a positive opinion, but was inclined to the view 
that the abnormal chest signs were due to the displacement upwards 
of the liver and intestine. The next day, as she had, in the meantime, 
had another attack of pain, Dr. Sharkey saw the patient again. 
He found extension of the dulness and now considered that mere 
displacement would scarcely account for the phenomena and that 
there must be some fluid. He suggested the introduction of a trocar 
to settle the point, and in the meantime thought an operation under 
the circumstances scarcely to be advised. However, whilst approving 
the suggestion as to the exploratory puncture of the chest, I came to 
the conclusion that an abdominal incision ought to be made quickly 
and the nature of the abdominal tumour definitely ascertained. To 
this the patient and her sister agreed. Arrangements were accord- 
ingly made for the operation to take place on the morning of the 
3rd of February, and for the chest to be aspirated in the meantime. 
On February 2nd the acting resident medical officer aspirated the 
chest and drew off 1 pint and 16 ozs. of clear fluid. The 
following day I opened the abdomen. There was a considerable 
amount of ascitic fluid. The tumour was multi-locular and cystic 
with thin, easily lacerable walls and with no adhesions. It contained 
much thick, mucoid material, and many parts consisted of either a 
very close aggregation of minute cysts or of a loosely-composed solid 
growth. A part that much resembled brain tissue in colour, appear- 
ance, and consistence, was sent to the Clinical Research Association 
for examination and report (see.below). The growth filled up the 
back of the pelvis and had extended in an upward direction beneath 
the liver and pushed it up. It had originated from the right ovary. 
The Fallopian tube, much elongated, was spread out over the tumour 
and removed with it. The pedicle was broad. The left appendages 
were normal and were not removed. There had been a considerable 
amount of intra-cystic hemorrhage, especially into the lowermost 
loculus. The whole tumour peeled readily out of its capsule. The 
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patient made a rapid and uneventful recovery and left the Home on 
the 5th of March, feeling very well. The improvement in the general 
condition, indeed, was very marked. 

The following report, signed by “J. H. Targett,” was received 
from the Clinical Research Association on the 15th of February :— 
“The general structure of this growth corresponds with that 
of a multi-locular adenoma and there is no definite evidence 
of malignancy. At the same time the epithelial proliferation is 
rapid and, in places, irregular, forming masses of cells within the 
loculi. Hence the tumour is of a suspicious character and a guarded 
prognosis should be given.” 

Two years after the operation I received from the patient a most 
grateful letter, in which she told me she was so well that people could 
scarcely believe there had ever been anything seriously wrong with 
her. About three months later, whilst preparing this lecture, I wrote 
to the local doctor in order to have the latest possible information 
about her. He told me in reply that he had visited the patient and 
that she complained of some indefinite discomfort in the abdomen to 
which he himself, however, was not inclined to attach much 
importance. In face of the very rapid growth and suspicious 
appearance of the tumour removed, and of the very guarded report 
I received as to its pathological nature, I cannot but regard even the 
indefinite symptoms now complained of with some little 
apprehension. Nevertheless, there remains the fact that for at any 
rate two years the patient has enjoyed excellent health, and that 
seems to me to be ample justification for the operation even though 
there should, ultimately, be a recurrence of the disease, of which, 
however, at present there is no actual evidence. 

I pass on now to two cases that come within an entirely different 
category from those of which I have been speaking. I had not at 
first thought of including them, or I should have somewhat modified 
the title of my lecture so as to have brought them more directly 
within its scope. But though the suspicion of malignancy in these 
two cases did not arise until the tumours had been removed and 
came to be examined microscopically, the lesson they inculcate is very 
much the same, and it is on that account that I have decided to relate 
them. Both were examples of solid tumour of the ovary, which the 
highest pathological authorities pronounced to be sarcomatous, but 
which, after the lapse of many years, thirteen years in one case and 
nearly eight in the other, show no sign of recurrence. One of these 
cases I have mentioned occasionally in the course of discussions at 
the Obstetrical Society of London, but I have not hitherto described 
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them in detail, because it seemed to me that their value largely 
depended upon the length of time they could be kept under observa- 
tion. The present occasion appeared to offer a suitable opportunity 
to place them on record. I will take them in the order of their 
occurrence. 

The first case, then, was that of a girl of 19, in a situation as 
nursemaid, who was sent up from the country to see me in the month 
of March, 1891, on account of some irregular hemorrhage. The 
catamenia had commenced at the age of 16. In August, 1889, after 
two or three periods had occurred at fortnightly intervals, the flow 
had became continuous. Under treatment, the hemorrhage had 
ceased and menstruation had been normal. But in June, 1890, the 
hemorrhage had recommenced and had lasted continuously until 
October. There had then been amenorrhea for ten weeks, but early 
in December the flow had reappeared and had continued up to the 
31st March, the day upon which she was admitted to St. Thomas’s 
as an inpatient. There had been no gushes of blood or any offensive 
discharge. She had had no pain and her appetite had been good; 
but she had lost flesh and colour and her strength had failed. At 
the time of her admission she was a slight, active, intelligent girl, 
with marked anemia. She was quite unaware that she had any 
swelling, until it had been discovered by myself in the course of an 
ordinary vaginal examination when she presented herself in the out- 
patient room. Nothing abnormal could be detected on abdominal 
examination. Vaginal examination showed the uterus to be normal 
in size, and to be pushed forward and to the extreme left by a firm, 
solid, elastic tumour filling the cavity of the pelvis and estimated to 
be at least as large as the closed fist of an adult male. The uterus 
could be moved independently of the tumour. On the upper part of 
the posterior vaginal wall on the right side there was a rough patch 
of easily-bleeding vegetations equal in area to a shilling. On rectal 
examination a portion of the tumour, resembling in shape the 
narrower end of a hen’s egg, was felt to bulge the anterior rectal wall 
inwards. I diagnosed a solid tumour of the right ovary, with 
commencing epithelioma of the vagina. 

On the Ist of April (1891) I removed the tumour by abdominal 
section. There was a small quantity of ascitic fluid in the abdominal 
cavity. The tumour was a solid growth from the right ovary and 
was incarcerated in the pelvis; there were no adhesions. The 
Fallopian tube was healthy. After removal the tumour was incised. 
As the appearance it presented on section was very suggestive of 
malignancy it was thought wise to remove the normal appendages of 
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the opposite (left) side, which was accordingly done. The patient 
made an excellent recovery. When she was examined on the 18th day, 
all trace of the rough bleeding patch on the vaginal wall had dis- 
appeared. (I place this fact on record and hope at some future time 
to draw attention to it.) 

The tumour removed measured 4in. x 5in., was heart-shaped, and 
weighed 1lb. 330z. Its surface was smooth and of an opaque, pinkish- 
white colour. There were two or three serous cysts on its surface. 
On section, the capsule was found to be 3th in. thick, the interior 
consisted of a soft, solid, new growth, of a yellowish-grey colour, like 
fat. There were no points of degeneration and no cysts. There was 
a large fissure, the walls of which were in contact when the section 
was first made, but fell apart during examination, giving the appear- 
ance of a cystic dilatation. It contained, however, no fluid. A milky- 
white juice could be scraped from the cut surface. Mr. Shattock, 
the curator of the Hospital Museum, and now also curator of the 
Pathological Museum of the Royal College of Surgeons, was decidedly 
of opinion from the naked-eye appearances that the tumour was 
malignant, but was unable to say whether it was a carcinoma or a 
sarcoma. After repeated microscopical examination, he pronounced 
it to be an undoubted spindle-celled sarcoma throughout. The 
specimen is now in the St. Thomas’s Hospital Museum, No. 2,378. 
The patient went on well and a few months after the operation was 
allowed to return to service. There had been no menstruation. 

In the month of November, 1892, she wrote to tell me that for 
some weeks she had been almost constantly vomiting. Fearing that 
there might be some growth in the stomach I asked her to come and 
see me, which she did. The vomiting had, however, not then occurred 
for a week. I could detect nothing abnormal in the epigastrium. 
The uterus was perfectly movable and the lateral parts of the pelvis 
were absolutely free from thickening, or fixation, or other abnormal 
condition. The patient still looked pale, but in spite of the vomiting 
had not lost flesh to any appreciable extent. This and some other 
nervous symptoms continued for about six months, and probably 
represented the menopause. After that she again went into service 
and remained perfectly well. Six years ago she decided to become 
a nurse. On learning her history the authorities of several of the 
London training schools refused to receive her, but she was ultimately 
admitted as a probationer at a hospital in one of the large towns of 
Lancashire. After fulfilling her time as probationer she remained 
at the hospital as a nurse, and has now for three years held the 
responsible position of “ Sister.’ I heard from her within the last 
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three weeks; she reports herself as being in excellent health and very 
happy. As it is now 13 years since her operation she may probably 
be considered as no longer liable to a recurrence of the disease. 

In the second case, seven years and a half have elapsed since the 
operation. The patient was 26 years of age, unmarried, and a gover- 
ness in a private family. The catamenia had commenced at the age 
of eleven, and, except for one period of 12 months when there was 
complete amenorrhea, had always been profuse. This appears to be 
a family characteristic. For more than a year before she first con- 
sulted me she had scarcely ever been free from hemorrhage, which 
had often been profuse enough to necessitate bed, and had generally 
been accompanied with the passage of clots. Medicines appeared to 
have had no effect. It was on account of this hemorrhage that she 
was sent to me on the 13th of July, 1896, when, for the first time, she 
was discovered to have an abdominal tumour. The abdomen was 
rendered prominent by the presence of a large, single, non-fluctuating, 
smooth, firm, symmetrical swelling, centrally situated and measuring 
in width 9in. and from the pubes upwards to its summit 1ldin. The 
cervix uteri was high up and projected normally. The sound entered 
for a distance of 2 inches, and, as it then appeared to meet with some 
obstruction, attempts to pass it further were not persisted in. 

My diagnosis was uterine fibro-myoma and I advised its removal. 
Subsequently Mr. Meredith saw and examined the patient and formed 
the opinion that the tumour was independent of the uterus and 
probably ovarian. He agreed, however, in advising operation. 
Matters could not be very quickly arranged, but two months after 
first seeing me, namely on September 16th, 1896, she was admitted 
under my care into St. Thomas’s Home, with a view to operation. 

When the abdomen was opened, on the 19th, it turned out that 
Mr. Meredith had been right and that the tumour was a solid growth, 
independent of the uterus, and springing from the left ovary. It 
measured Qin. in length, and 54in. in thickness. Its breadth in its 
upper part was 9in. and in its lower part 7}in. Its weight was 
6lb. 100z. It was brought out of the abdomen, and removed in 
the ordinary way. The appendages of the right side were normal. 
Portions of the tumour were sent for microscopical examination and 
report to the Clinical Research Association. A report was received, 
signed by Mr. J. H. Targett, to the effect that the microscope showed 
the growth to be a sarcoma, mainly consisting of spindle and oval 
cells, arranged in bundles. Except that the patient, who though 
largely built, was thin to begin with, did not at first gain flesh, and, 
that in the second week, the left thigh as far as the knee became 























Cullingworth: Malignant Disease of the Ovary 9 


swollen to twice the size of the other and remained so for ten days 
or a fortnight, recovery was satisfactory and uneventful, and she was 
able to leave her bed in less than a month. When she left the Home 
on the llth of November, 1896, she had begun to gain flesh and 
strength, and her colour was beginning to improve. 

I saw her on the 9th of June, 1897. Menstruation had been re- 
established in February and she had since been quite regular. There 
was no evidence of recurrence and the patient was looking and feeling 
quite well. Her weight was then 10st. 8lb. as against 10st. on 
December 9th, 1896. 

On the 3lst of March, 1900, she reported that her health 
was excellent. “I am now stronger,” she wrote, “than I have ever 
been in my life. I can take an eight-mile walk without undue 
fatigue, and have been known to cycle 16 miles without being much 
the worse. The leg rarely swells now except when I have been 
standing a long time. The monthly arrangements are automatic in 
their regularity and punctuality. In fact, in the eyes of my friends, 
I am a marvel.” I saw her a week after this letter was written. 
She then told me that menstruation was still profuse, but she believed 
this was natural to her. On examination, I found the wound quite 
soundly healed and the uterus natural in size and movable. No 
abnormal swelling could be detected either in the pelvis or elsewhere. 

On November 2nd, 1903, seven years after the operation, the 
patient wrote to tell me that she was “very well indeed,” and was 
engaged to be married. Six months later, viz., on April 18th, 1904, 
I saw and had the opportunity of examining her. She was in 
excellent health, was menstruating quite regularly, and was free 
from any sign of recurrence. 

It may, of course, be said that the microscopist must have 
been wrong, and that what he believed to be the cells of 
a sarcoma were in reality embryonic fibrous tissue, the 
tumour being a simple fibroma of the ovary. But this is surely 
begging the question. It seems to me that to say because a tumour 
has not recurred it cannot have been a sarcoma, besides being a 
deplorably pessimistic position to take up, is both illogical and 
unscientific. I would rather say that these cases carry us even a step 
further than my title suggests in regard to the indications for radical 
treatment, and justify us in urging exploration, and, where possible, 
removal, not only in cases where malignancy is suspected from the 
clinical features presented, but also in cases where the pathologist 
has converted the suspicion into what he at any rate believes to be a 
certainty. 
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I have now to call your attention to two cases that are to me of 
very great interest, inasmuch as they are the only examples with 
which, in the course of a long experience, I can remember to have 
met of the co-existence in the same patient of carcinoma of the 
uterus and carcinoma of the ovary, of their co-existence, I mean, 
without visible continuity. Of course, the uterus and ovaries being 
neighbouring organs, malignant disease may, and does, in its later 
stages, spread by direct extension from the one organ to the other. 
But in the cases I am about to relate, there was disease of both uterus 
and ovary, without obvious contact, so that it became a difficult thing 
to determine in which organ the disease was primary and in which 
secondary. Mr. Targett, who furnished the pathological report in 
both cases, was of opinion that in the first case, the primary disease 
was in the ovary, and that in the second case it was in the uterus. 

The first case was that of an unmarried lady, 33 years of age, who 
was sent to me on the 27th of June, 1901, with the history that, for 
about 14 months, there had been a pink discharge in the inter- 
menstrual period with occasional menorrhagia. No examination had 
been made. The cervix uteri was found on examination, per vaginam, 
to be patulous and long. The finger passed easily into what appeared 
to be the uterine cavity, where there was a growth, easily made to 
bleed and easily detached. In Douglas’s pouch, pushing the uterus 
to the front and to the left was an irregular fixed swelling, equal in 
size to an ordinary orange. My diagnosis was that either both intra- 
and extra-uterine growths were malignant or tubercular, or they 
were non-malignant and independent (ovarian dermoid or adenoma 
with adenoid vegetations of the endometrium). I recommended 
abdominal section, with exploration, and, if necessary, curetting of 
the uterine cavity. 

On July 10th, 1901, an examination per vaginam was made under 
anesthesia. The cervical canal was found curiously and asymmetric- 
ally dilated. The os uteri internum was situated in the left upper 
cornu of the expanded cervix, on the wall of the upper part of which 
the mucous membrane was covered with a soft growth. The os 
internum was sufficiently dilated to admit the finger. Some soft 
growth was felt on the lining membrane of the fundus similar to 
that found in the upper part of the cervix. This was removed with 
the curette and a portion sent for microscopical examination to the 
Clinical Research Association. On introducing the finger within the 
uterine cavity after the curetting, a hard, smooth plaque was felt 
just beyond the os internum just like the half of an almond divided 
longitudinally. As the material removed by the curette had not, to 
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the unassisted eye, a malignant appearance, it was decided to leave 
the uterus in situ until the microscopist’s report had been received, 
and to proceed to abdominal section with the view of removing, if 
possible, the intra-pelvic swelling, which was now, under anesthesia, 
felt to be equal in size to that of a foetal head at term. The tumour 
proved to be a thin-walled multi-locular cystic adenoma of the right 
ovary, one loculus of which was ruptured during removal. The 
tumour was adherent to the floor of the pelvis, to the lower part of 
the posterior aspect of the uterus, and to the back of the broad 
ligament. It measured about 5in.x4in. At one spot there was a 
small projecting mass about the size of a small walnut, consisting of 
a compact mass of very small cysts, which gave it a solid appearance. 
There was some papilloma on the inner surface of the unruptured 
larger cyst. (Portions of both were sent for examination and report.) 
The tumour, having been separated and drawn out, presented a good 
pedicle of stretched out broad ligament. When it had been removed 
the uterus was brought into view and was found globular and bulky, 
like a two-month’s pregnant uterus, except that it was very firm. 
The left ovary was small, shrivelled, adherent and calcareous. It 
was not removed. On the 20th of July, ten days after the operation, 
a report was received from the Clinical Research Association, signed 
by Mr. Targett, to the effect that the disease both in the ovary and 
in the uterus was carcinoma. 


The following is a copy of Mr. Targett’s report : — 


“Specimen 541. This material from the uterus consists of a 
very soft columnar-celled carcinoma of the villous type. The tubular 
arrangement of the cells is well-preserved and the stroma is very 
scanty. 


“Specimen 542. The character of the carcinoma is best seen in 
this section from the right ovary. It shows a typical columnar- 
celled growth, and a marked tendency to the formation of small cysts 
which become secondarily filled with intra-cystic papillary processes. 
There is abundant evidence of malignancy in the invasion of the 
surrounding stroma. 


“Specimen 543. This section at first sight seems to be a simple 
adenomatous intra-cystic growth, but on closer inspection it will be 
noted that there are many solid clumps of epithelium among the 
delicate papillomata. They are due to epithelial proliferation and 
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indicate the tendency of the tumour though here seen in its earliest 
stages. 


“Apparently the disease is primary in the ovary and has extended 
to the uterus. J. H. Tarcerr.” 


July 19th, 1901. 


The patient was therefore advised to have the uterus extirpated 
per vaginam, and to this she consented. 

Accordingly, on the 25th of July, vaginal hysterectomy was 
performed by my colleague Dr. Walter Tate. The operation pre- 
sented no special difficulty. There was a distinct hard lump, about 
the size of a Spanish nut and rough on its inner surface, situated in 
the anterior wall, towards the right side. There was no evidence of 
extension of the disease to the broad ligaments or to the left append- 
ages. The latter were, however, removed as a matter of precaution. 
The parts were adherent in the neighbourhood of the stump on the 
right side, but the adhesions were easily separated. The patient 
recovered fairly well from the operation, but remained for some 
months pale, thin, and thoroughly unstrung. She spent the winter 
of 1902-3 on the Italian Riviera, and whilst there underwent the 
Weir-Mitchell treatment. The result was successful beyond anticipa- 
tion, the patient gaining 22lbs. in weight during the six weeks. She 
returned to England looking bright and happy and the very picture 
of health. In the summer of 1903, about two years after her opera- 
tions, she was married, her husband having been made fully aware 
of all the circumstances. Vaginal examinations had been made 
frequently ever since the last operation, but with entirely negative 
results until the 24th of November, 1903, when a little fleshy growth 
was detected at one angle of the scar in the vaginal roof. There had 
been a slight continuous blood-stained discharge for some time and 
the little growth bled easily on touch. I advised that this should be 
at once dealt with. I accordingly sent the patient to Dr. Tate, who 
regarded it as merely a little exuberant granulation-tissue, but quite 
agreed with me that it should be removed. This was done on the 
following day and the specimen was sent to the Clinical Research 
Association for examination. The report was to the effect that the 
growth was distinctly carcinomatous. It has not, however, re-appeared. 
On the 17th of March of the present year Dr. Tate and I 
found a soft swelling above the vaginal roof, equal in size to a 
pigeon’s egg. Two days later Dr. Tate made an exploratory incision 
per vaginam, with the result of evacuating a small collection of dis- 
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coloured serum. The swelling thereupon disappeared. No evidence 
of new growth was detected.* 

The second case was that of a maiden lady, aged 49, who had 
always enjoyed good health. I saw her for the first time on 
January 2nd, 1903, in consultation with my friend Dr. Horace 
Duncan. Since the beginning of October, 1902, she had suffered 
from a dull pain in the right iliac region, whilst for the last eight 
months the monthly periods had lasted longer than usual and had 
occurred at gradually shortening intervals. In December there had 
only been an interval of three days. The discharge had been dark, 
clotted, and occasionally offensive. I was unable to discover any 
evidence of swelling on even deep palpation of the abdomen. On 
vaginal examination the uterus was felt to be strongly anteflexed 
and anteverted, the body resting on the anterior vaginal wall and 
pressing it backwards. The os and cervix uteri were high up and 
difficult to reach; they appeared to be normal. There was an 
irregular, not very movable, ill-defined swelling in the situation of 
the right uterine appendages. It neither gave the impression of an 
out-lying fibroid nor of an incipient ovarian cyst. The note I made 
when I returned home was as follows :—“ Considering the age of the 
patient, the pain and the anomalous nature of the swelling, there 
seems reason to fear it is a malignant growth, probably of the right 
Fallopian tube, but possibly of the ovary.” Exploratory incision 
was advised with removal of the growth if it were found practicable, 
the operation to be preceded or supplemented by curetting of the 
uterus. 

The patient’s friends wished to have a further opinion upon the case 
and accordingly a few days later she was seen by another obstetric 
physician, who was inclined to regard the tumour as a fibroid; at any 
rate he did not think it was malignant. With reference to operation 
his advice to the patient was to wait for the present. “It could not 
possibly do any harm,” he said, “ to wait a few weeks.” 


Dr. Duncan watched the case, and as he considered the develop- 
ment of the growth was too rapid to be consistent with the diagnosis 
of fibroid, he asked me to see the patient again with him on the 20th 


* Whilst this Lecture was passing through the press, the patient was again 
discovered to have a swelling, this time equal in size to a closed fist, above the vaginal 
roof. Accordingly, on June 20th, 1904, it being now nearly three years since the first 
operation, it was decided that the abdominal incision should be re-opened. The 
swelling proved to be acyst connected with the remains of the uterine appendages, 
roofed in by adherent bladder and bowel, and itself intimately adherent to the parts 
around. It contained ‘reddish-brown serum, without odour. Its wall, for the most 
part thin, smooth, and friable, presented at one spot, a patch of soft, friable growth 
equal in size to a hazel nut. The whole of the cyst, including the growth, was 
removed. Noevidence of further extension or of glandular infection could be detected. 











14 Journal of Obstetrics and Gynecology 


of February. The swelling was now easily apparent on abdominal 
palpation, as a rounded, hard, well-defined, slightly movable tumour, 
situated in the right iliac region. Bimanually, it was still obvious 
through the vaginal roof, the abdominal development being evidently 
due, not to alteration in the position of the tumour, but to increase 
in its size. There was also now perceptible a smaller but equally 
hard swelling in the left iliac region. The uterus was anteflexed 
and appeared to me to be of normal size. 

My opinion as to the malignancy of the growth and also as to the 
desirability of an exploratory operation was confirmed. On this 
occasion my suggestion was adopted. Accordingly, on the 25th of 
February, 1903, I opened the abdomen. The mass on the right side 
was found to be a soft growth, evidently malignant, of the right 
ovary, partly cystic and containing in its centre thick, yellow, turbid 
fluid, apparently pus. It measured 54in. x 4in.x23in., and was 
adherent to the walls and floor of the pelvis. The mass on the left side 
was of the same character but smaller, measuring 3in. x 24in. x 2in. 
It also was breaking down in the centre and was adherent in the 
pelvis. Both growths were removed with difficulty, leaving behind 
thick tags of adhesion. Before the abdomen was opened, the uterine 
canal had been dilated and curetted. A large quantity of soft growth 
had been removed and the instrument had revealed a ragged deep 
excavation in the posterior wall of the corpus uteri. It was evident 
that there was carcinoma of the body of the uterus. Now that the 
uterus could be examined from above, there was seen to be a small, 
rounded, hard projection from the middle of its posterior aspect. 
(This afterwards proved to be a fibroid.) The peritoneum covering 
the uterus was unaffected. The propriety of supplementing the 
removal of the ovaries by the removal of the uterus was discussed, 
but, as the prognosis seemed hopeless, as the operation had already 
been long and severe, and as the anesthetist had already had 
difficulties in regard to respiration, it was decided not to attempt it. 

The patient made an unexpectedly satisfactory recovery, and on 
the third day I began to be exceedingly unhappy at the thought of 
having left the uterus unremoved. I therefore proposed that at the end 
of a week from the day of operation, if things should continue to go 
well, I should be permitted to re-open the abdomen and extirpate the 
uterus. This having been agreed to, I proceeded on the 4th of March 
to perform the operation, the vaginal attachments of the uterus 
having previously been separated by Dr. Tate, and the cervical canal 
closed by means of a suture. The adhesions about the stumps left 
at the operation of the previous week were numerous, and the mass 
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formed by them on the left side was 30 considerable in size and so 
hard that on bimanual examination before operating it had been 
feared that the disease had already spread. On laying open the 
uterus after its removal it was seen that the malignant growth, which 
involved the whole mucous membrane with the exception of an islet 
here and there, had penetrated into the muscular coat but had not 
extended beyond the tissues of the uterus itself. There were several 
small fibroids; one of these was equal in size to a cherry, half being 
imbedded in the posterior uterine wall and half projecting from it. 

The report from Mr. Targett was as follows : — 

“ March dth, 1903. The growth removed from the uterine cavity 
is a very soft carcinoma of the columnar-celled type. Owing to rapid 
proliferation the cells do not form tubules but are arranged in large 
alveoli with very little intervening stroma. The growth in the ovary 
is also a soft carcinoma like that of the uterus, and its columnar- 
celled character is more distinct. In many of the alveoli there are 
small cystic spaces due to mucoid degeneration. I think this growth 
is secondary to [that in] the uterus. It is unlike a primary 
carcinoma of the ovary.” 

The uterus having been forwarded after its removal, Mr. Targett 
sent in a further report dated May 7th, 1903. 

“The sections prepared from the edge of the growth show the 
structure very well, viz., a columnar-celled carcinoma of the type 
that would originate in the endometrium of the body of the uterus. 
The cells form imperfect tubules and irregular masses which have 
already penetrated the muscular substance of the uterus to a 
considerable depth. There is nothing in the character of the cells 
or their arrangements which would suggest that this was a 
secondary growth... .” 

I had an opportunity of seeing and examining the patient on the 
27th of last month (April, 1904). She had been remarkably well 
since the operation, now fourteen months ago, and had been able to 
pay a number of visits in various parts of Scotland and elsewhere. 
There had been no unpleasant symptoms beyond some hemorrhage 
from the bowel during, and immediately after, defecation (which 
manifestly had its source in some internal hemorrhoids), and, during 
the last few days, some indefinite discomfort in the pelvis which 
interfered with walking. I could find, on examination, no definite 
evidence of recurrence. There was certainly some irregular 
thickening to be felt between the bladder and the upper part of the 
regtum, but only such as might be accounted for by matted adhesions 
following operation. It is, of course, too early to say what the 
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ultimate result will be. But even as matters stand I cannot regret 
having performed the operations. Indeed, my only regret is that I 
was not permitted to operate when I first proposed operation and that 
several weeks of very valuable time were lost. 

My object in these lectures has been to encourage a spirit of 
hopefulness in dealing with apparently malignant cases, and to 
furnish a few examples of what may be gained by active surgical 
interference even when the probabilities have seemed to be over- 
whelmingly against success. I know from experience, as, indeed, 
everyone of us knows, how helpful it is when one has to decide what 
course to advise in difficult and unpromising circumstances to be 
able to cast one’s mind back upon some similar case either in one’s 
own experience or in that of another. And it is because I have felt 
the enormous value of a concrete example of pluck rewarded, that I 
am going to conclude with a story which it was my privilege to 
communicate to the Medical Times and Gazette a good many years 
ago, viz., in 1881, and which, though it does not come strictly within 
the special subject of these lectures, exhibits such a triumph of 
perseverance and has so often proved a source of encouragement to 
myself that I make no apology for re-telling it. The story was 
committed to writing by the patient herself, the wife of a country 
clergyman, and was recorded in the Medical Times in her own words. 

I will epitomise it as briefly as I can. It was in February, 1837, 
when this lady, a healthy young married woman expecting her 
confinement in about three months’ time, first perceived a small lump 
in the right breast. This lump remained much about the same size 
during the next few months, but, on her again becoming pregnant, 
it grew considerably, and three months after her second baby was 
born the whole of the right breast was removed by a well-known 
Manchester surgeon, Mr. Thomas Turner. The cicatrix never 
seemed quite healthy. There was always a small lump, which about 
seven months later burst and discharged a small quantity of water. 
Another operation was now deemed necessary, and though only two 
months were to elapse before she was again to be confined, it was 
performed by Mr. Thomas Turner on October 26th, 1839. The 
wound was this time left open and took two months to heal. Her 
child was born on the 28th December, and soon afterwards there were 
noticed some unhealthy appearances in and above the cicatrix. She 
nursed her baby for four months and then, by the advice of 
Mr. Bickersteth, of Liverpool, she consulted Sir Benjamin Brodie. 
He and Mr. Travers held a consultation, with the result that she 
remained in London seven weeks under the care of Sir Benjamin 
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Brodie, who, on three occasions, applied caustic potash and, on one 
occasion, chloride of zinc. The latter application was attended with 
extremely severe pain which lasted for forty-eight hours. It was 
hoped these applications had been effectual. The patient returned 
home, supposed to be cured, though there was a small wound yet 
unhealed. This, instead of healing, assumed a hard, raw aspect, and 
became a large nodule which grew rapidly. The local practitioner 
now took charge of the case, and from August Ist, 1840, until 
October, applied various caustics to check the progress of the disease. 
In October, the patient was prevailed upon to try the then popular 
remedy of brandy and salt, but under this treatment the disease 
rapidly gained ground. It was then proposed to strangulate the 
now enormous growth by means of silk ligatures, tied firmly around 
its neck and tightened every two days. This treatment, which was 
horribly painful lasted for two months, at the end of which time the 
greater part of the mass had sloughed off and the rest was divided 
with scissors. As there still remained much to be destroyed the 
caustics were now resumed. They were applied once, twice, or thrice 
a week or every ten days, as the growth seemed to require. Occasion- 
ally the growth was very rapid; at other times considerable portions 
sloughed off. Before the patient’s fourth confinement on Oct. 11th, 
1841, the size had been much reduced and the growth remained very 
small until some weeks after delivery, when it again commenced 
growing and the patient became very weak and ill. About the middle 
of December she was induced to try another remedy, viz., plasters of 
cobblers’ wax covered with saltpetre. These caused excruciating 
pain and much sloughing, but the disease gained in spite of them 
and the old treatment by caustics was resumed. The caustics used 
were of various kinds—-potash, arsenic and nitric acid. The applica- 
tion of the last-named always made the patient exceedingly ill for 
several days. The general health had now become much worse, and 
the patient’s sufferings were augmented by the occasional formation 
of small abscesses near the inner border of the growth. 

In September, 1842, the patient went to Paris to consult 
M. Canquoin. The excrescence then measured about 6in. in length 
by Tin. in breadth and was a full inch in thickness above the surface 
of the body. The surface of this growth was raw. On the 8th of 
the month, Canquoin, with the assistance of two other doctors, was 
engaged for an hour and a quarter in removing the whole of this 
mass by means of caustics. Further severe applications of caustics 
were made on the 10th of September, and on two subsequent occasions 
(September 28th and October 5th). Milder applications were made 
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on October 13th, 14th and 15th, but on the 22nd and 25th it was 
again necessary to apply severe measures. The greater part of 
the ulcerated surface had by this time became much more healthy, 
but one small portion near the sternum still remained refractory. 
It was to this portion that the caustics had been applied on the last 
six occasions. There still, however, remained something that needed 
to be destroyed. Accordingly, on the 2nd of November, Dr. Canquoin, 
in the presence of the two other doctors, again applied the crayon 
caustics for nearly three-quarters of an hour. The suffering was 
intense, but this was the last application that was required. For, on 
the 15th of November, to the patient’s “ unspeakable joy,” Canquoin 
assured her that the disease was completely destroyed and that no 
more caustics would be necessary. The wound now diminished daily, 
and healing took place healthily and evenly. The whole wound had 
become closed over on January 31st, 1843, six years from the first 
appearance of the disease. A scab subsequently fell off, leaving a 
superficial raw surface, but this only remained open for about three 
weeks, and was entirely and finally healed on the 3rd of March, 1848. 

When she wrote this account, the old lady wus seventy years of 
age. She was in excellent health and had been ever since her return 
from Paris in 1843, i.e., for thirty-seven years. I did not know her 
personally, but one of her sons was a medical friend of mine and two 
of her daughters have been my patients. It was not until she was 
78 that she began to suffer from any of the infirmities of age. She 
died from peritonitis at the age of 80. 

I have, of course, no absolute proof that the disease was cancer, 
but I think it may be taken as practically certain that it was. I 
know nothing else that behaves as this did. Anyway, it was some- 
thing that recurred again and again with malignant persistence, and 
who can doubt that but for the patient’s marvellous determination 
and perseverance she would have succumbed to it? 

I have quoted the case because I regard it as a remarkable 
illustration of what can be accomplished by attacking such growths 
again and again, and by making up one’s mind not to be beaten as 
long as there is one spark of reasonable hope. 
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A Case of Primary Hydatid Disease (Echinococcus) 
of the Fallopian Tube.* 


By T. W. Even, M.D., M.R.C.P., Assistant Obstetric Physician, 
Charing Cross Hospital; Physician to In-patients, Chelsea 
Hospital for Women; Physician to Out-patients, Queen 
Charlotte's Lying-in Hospital. 


TuE female pelvic organs are but rarely the localities chosen for the 
deposition and development of the ova of the Tznia echinococcus. 
They not uncommonly become involved in extensive hydatid growths, 
developing primarily in the liver or other abdominal organs, but they 
are rarely the localities primarily affected. The ovary and Fallopian 
tube are among the last sites in the whole body selected by these 
parasites, and it is on account of the extreme rarity of the condition 
that the following case is recorded. 

Mrs. E., age 40, was admitted to the Chelsea Hospital for women 
under my care on September 4th, 1903. She had been seen by me 
in the out-patient department in the previous July, where she came 
complaining of pain in the small of the back and in the left side, 
with troublesome palpitations of many years standing. Her 
menstrual periods were regular and the loss moderate in amount, 
but she habitually suffered severe pain during the whole time in the 
hypogastric and sacral regions. She had no vaginal discharge, and 
was in good general health. Although married for 13 years she had 
never been pregnant. 

On local examination (July, 1903) a small, tense cyst was found 
in the pouch of Douglas, firmly adherent to surrounding structures, 
and connected by an easily palpated pedicle with the right cornu of 
the uterus. On rectal examination its posterior wall was felt to be 
of almost stony hardness, and the case was diagnosed as being prob- 
ably a dermoid cyst of the right ovary. Its removal was advised, 
but as the Hospital was about to be closed for the annual cleaning, 
the operation was postponed until September. 

On the patient’s admission on September 4th, her condition was 
practically unchanged in all respects. The operation was performed 
on September 10th. After opening the abdomen the swelling was 
easily defined, as no adhesions had formed except in its immediate 
neighbourhood. The swelling itself was densely adherent, and on 
exposing it by means of retractors, its wall was seen to be of a dull 


* Read at a meeting of the Obstetrical Society of London, June Ist, 1904. 
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yellow colour and of very dense appearance, not unlike an ovarian 
dermoid with cartilaginous walls. Much time and care were 
expended in separating the unusually strong and resistant adhesions, 
some of which required ligature. The tumour ruptured in the 
manipulations, revealing its true nature, for large numbers of loose, 
thin-walled, cystic structures escaped, easily recognisable as hydatid 
vesicles, accompanied by loose membrane and a scanty amount of 
thin fluid. The tumour was emptied as far as possible and the loose 
vesicles and membrane carefully removed from the peritoneal cavity. 
The remaining adhesions were then separated, a good pedicle was 
obtained, and treated in the usual manner by transfixion and liga- 
ture. There was a good deal of oozing from the tumour-bed, but 
this was all controlled by pressure with hot sponges. The structures 
removed were the appendages of the right side; the left appendages 
were involved in adhesions apparently as dense as those surrounding 
the tumour. There was, however, no enlargement either of the tube 
or ovary, and as separation of the adhesions would in all probability 
have involved the removal of the appendages it was considered better 4 
to leave them undisturbed. No other swelling could be felt in the 
abdominal cavity, and the remaining viscera appeared to be quite 

free from hydatid disease, so far as could be determined by palpation. 

No drain was required, and the abdomen was closed in the usual 

manner, in three layers.* 


Up to this time the tumour was believed to be ovarian, but careful 
examination by the Pathologist to the Hospital (Dr. Taylor) demon- 
strated its tubal character. 


Description of the specimen. The specimen consists of the right 
uterine appendages including the ovary, the Fallopian tube, and the 
meso-salpinx. The ovary is of normal size, its surface being rough 
and showing tags of torn adhesions. On dividing the ovary it is seen 
to contain two small corpora lutea in the stage of retrogression, one 
abortive follicle containing blood, and one small cyst lined with a 
smooth membrane. The organ was obviously functionally active 
when removed. The meso-salpinx measures one inch in greatest | 
vertical diameter; it is a little thickened, and its peritoneal surfaces | - 
are roughened from adhesions. The usual transparency of this 
portion of the broad ligament is lost, so that the condition of the 
parovarium cannot be made out by inspection. 


The Fallopian tube measures 4 inches from the divided tube to 





*Convalescence was a little delayed by the formation of a small hematoma in the 
abdominal] wound, but the patient left the Hospital well in a month. 
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the abdominal ostium. The inner third is not much altered 
in naked-eye characters. With the upper border of the outer two 
thirds is closely incorporated a cyst of considerable size; this cavity 
was at first regarded as the dilated lumen of the tube, and the 
hydatids were considered to occupy that portion of the canal of the 
tube. In fact this was the description of the specimen first sent in 
to the Society in this paper, but further examination proved it to be 
erroneous, and by the courtesy of the Senior Hon. Sec., I have been 
allowed to correct the error. As will be seen from the drawing (Fig. 1) 
the tubal canal is intact, and has been laid open, running apparently 
in the lower wall of the cyst. There is no communication whatever 
between the tubal canal and the cavity of the cyst, and it was owing 
to the failure to demonstrate this connection that the error in 
description was discovered. The union of the cyst wall with the 
upper wall of the tube is a firm organic union, and not the result 
of adhesions. 

The abdominal ostium of the tube is sealed, but its position is 
clearly indicated in the specimen by a dimple and a small tag which 
may represent a single atrophied fimbria. The surface of all parts 
of the specimen is roughened and shows many tags of adhesions. 

The cyst, which is oval in shape, rises steeply from the upper wall 
of the tube, and is firmly incorporated with it from the junction of 
the inner and middle thirds nearly to the abdominal ostium. It 
measures 43in. in vertical, 3in. in transverse, and 2}in. in antero- 
posterior diameter. The wall varies in thickness from !/,, to } of an 
inch, being on an average about 3 of an inch. It contains but a 
single cavity, the inner wall is smooth and polished, the hydatid 
membrane having been completely detached. 


Microscopic details. Examination of the fluid obtained from the 
hydatid vesicles shows large numbers of typical brood-capsules, and 
free hooklets. The detached membrane is lamellar in character 
and represents the outer cuticular layer of the cyst. Sections of the 
wall of the tube taken from the dilated portion show that little of 
the normal structure remains, the greater part consisting of stratified 
layers of hydatid membrane showing the characteristic pectinate 
markings. 

The diagnosis of the nature of the tubal cyst is thus fully 
established ; but its mode of origin is not so simple and presents some 
points of interest. Two points are fairly clear: Firstly, the hydatid 
ova were not deposited in the lumen of the tube, nor has the resulting 
cyst involved the lumen in its further development. Secondly, the 
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union of the cyst with the wall of the tube is so intimate that it 
cannot be possible that free peritoneal hydatids have become adherent 
to the tube and have developed in that position. Further, there is 
no evidence of any other abdominal organ having been infested with 
the parasite. This point is worth consideration because, in the view 
of Lawson Tait pelvic hydatids always arise secondarily to rupture 
and escape of hydatid vesicles from another abdominal organ— 
usually the liver. The most probable explanation appears to be that 
the ova were deposited in the tissues of the upper wall of the tube, 
and their development in that position was sufficiently slow and 
gradual to avoid rupture either into the peritoneal cavity or the 
tubal canal. Inasmuch as the sub-peritoneal cellular tissue is the 
‘favourite abdominal location for hydatids, it seems further reasonable 
to surmise that in this case ova were deposited beneath the peritoneal 
covering of the tube, and that they continued to develope in that 
position. From the long duration of the patient’s symptoms and the 
unusual density of the adhesions met with at the operation, it is 
clear that the disease was of long standing—probably of many 
years,—and the microscopic recognition of a peritoneal investment 
after so long an interval is, of course, impossible. 

Regarding the source of the parasitic infestment, I can give no 
information. The patient had lived all her life in London or its 
immediate neighbourhood, and she had never kept a dog or cat or 
any other pet animal in her life. The ova must have been taken in 
with some article of food. 


The first writer, who endeavoured to collect information about 
pelvic hydatids appears to have been Villard, who published in the 
Annales de Gynécologie for 1878 a paper entitled “ Considerations 
cliniques sur les kystes hydatidiques du petit basin chez la femme.” 
In this paper he collected 12 cases published since 1817, and added 
a personal observation of his own. Following him Freund,! in 1885, 
published 18 fresh cases observed by himself, and to him is due the 
credit of laying the foundation of our knowledge of the subject. 
Since Villard’s paper was published numerous additional cases have 
been recorded, and these have been collected by Doléris,? who, in 
1896, brought up the total to 70 cases, including those previously 
recorded. Pelvic hydatids, as a complication of pregnancy and 
labour have recently been discussed by a Hungarian writer, Franta,* 

1. ‘‘Gyniikologische Klinik,” 1885, p. 302. 

2. “La Gynécologie,” 1896, p. 97. 

3. Boubele, Méchozilové Teilotenstoi za Porodu, a v. Sestinedeli. 
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in an important monograph of 250 pages. But it may be said that 
these researches throw no light upon the conditions which determine 
the locality which the hydatid ova select for their development. 


Pelvic hydatids appear to find their primary lodgment in the 
great majority of cases beneath the peritoneum in the pelvic cellular 
tissue of the pouch of Douglas. Here they burrow in all directions 
and come into relation with the uterus, bladder, rectum, ovary, and 
Fallopian tubes. No case has yet been recorded of the primary 
lodgment of hydatids in the uterine cavity or the uterine walls.* 
Several cases are known where hydatids have invaded the hollow 
pelvic viscera by perforation of their walls, but that is obviously a 
different condition, and must not be confused with cases of primary 
lodgment. 

In the Fallopian tube and ovary, primary hydatid disease is 
extremely rare, and I have thought that it might be useful to look 
through the literature with the object of finding such cases if they 
existed, and of examining the evidence in favour of their primary 
origin in these organs. 

Text-books, I was not surprised to find, contradict one-another 
consistently upon the subject. In the last edition of his text-book 
on “Tumours,” Mr. Bland-Sutton says that no case of primary 
hydatid disease of the ovary has been recorded, and only one case 
in the Fallopian tube, i.e., the case of Doléris. Veit’s “ Handbuch 
der Gynikologie” states, on the other hand, that a case of primary 
echinococcus of the ovary was recorded by Péan in 1895. Martin, in 
his monograph “ Die Krankheiten der Eileiter,” published in 1895, 
makes no mention of echinococcus of the tube. Griffith, in the 
“ System of Gynecology,” edited by Allbutt and Playfair, says there 
is “grave doubt whether any of the cases so recorded are really 
hydatids of the ovary.” 

My search through the literature has convinced me that there was 
on record, previous to my own, one case of undoubted primary 
hydatid disease of the ovary, and one of the Fallopian tube, and I 
now give short abstracts of these cases as recorded by the authors. 

Péan’s account of his case is so brief that it may be transcribed 
verbatem.® 

4, Since this paper was written an Inaugural Dissertation of the University of 
Amsterdam by J. P Vries has appeared on the subject of Echinococcus of the Uterus. 
The author records an original chastvetlen of his own, and claims to have found in the 
literature seven other cases of apparently primary uterine hydatids. The original 
paper I was unable to read, and he only abstract which I have found was very cur- 


sory (Monats. fiir Geburts. und Gyndakol., March, 1904), so that I am unable to do 
more than call attention to de Vries’ paper. 


5. ‘ Diagnostique et Traitement des Tumeurs de l’Abdomen,” Vol. III., p. 671. 
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“Case 98. Hydatid cyst of right ovary; celiotomy; recovery. 
M.O., Spaniard, 19 years old, submitted to operation June 12th, 1888. 
Brunette, pale, very emaciated. Menstruated first at age of 11; not 
married. Commencement of trouble 10 years ago in the right side 
of abdomen. No pain. Four months before operation capillary 
puncture had yielded 6 litres of fluid. Abdomen distended to 
umbilicus. 

“ Operation. Abdominal wall incised from pubes to umbilicus; 
no ascites or adhesions. Cyst wall whitish, moderately thick. On 
puncture 8 litres of limpid fluid mixed with hydatids. Incision of 
the cyst enabled us to withdraw a considerable quantity of daughter 
cysts, and to determine that the cyst originated in the ovary and had 
become prolonged into the broad ligament. This was clamped, 
ligatured in two parts, and returned after the excision of the tumour. 
Duration 15 minutes; good recovery; no recurrence.” 

It is unfortunate that a more detailed description of the cyst after 
removal was not given, nor any note made of the absence of hydatid 
growths in other organs. But the authority of Prof. Péan is un- 
impeachable, and I am certainly prepared to accept this case as the 
only undoubted instance recorded of primary hydatid disease 
of the ovary. Very many cases are on record in which the ovary was 
involved in extensive pelvic hydatids, but in such instances demon- 
stration of the organ primarily affected is impracticable, and they 
need not be further referred to. 

The previous case of hydatid disease of the Fallopian tube was 
recorded in full detail by Doléris in 1896. The following is an 
abstract of his description :— 

“M.J., age 36, the daughter of a butcher, was married at the age of 
24, to a man of the same occupation. as her father. She was not 
personally brought much in contact with animals. Towards the end 
of the first year of her married life she began to suffer from attacks 
of abdominal pain which often necessitated her staying in bed. At 
first these attacks coincided with the periods, later they became quite 
irregular. After a few months constipation and dysuria appeared. 
An abdominal tumour was discovered in 1888, and thought to be a 
fibroid; she was treated with ergot for many months, and got much 
thinner, the monthly loss being diminished. During the last 5—6 
years the tumour has grown rapidly. She has never been pregnant. 

“She was seen by Doléris in September, 1895. He found the 
cervix small and firm, and displaced upwards and forwards behind 
the symphysis. The body could not be felt. The pouch of Douglas 
was depressed towards the vagina and contained a firm, regular 
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tumour. Per abdomen a nodular tumour was felt, extending above 
the umbilicus nearly to the epigastrium, and about the size of a 
7-months’ gravid uterus. Sound passed 8'5cm. (33 inches). The 
diagnosis was a multi-nodular fibroid. 
“On March 24th, 1896, the patient was submitted to operation. 
The tumour was found to consist of the two Fallopian tubes 
enormously enlarged and measuring, the one 57cm. (223 inches) in 
length, the other 53cm. (21} inches). In general appearance they 
resembled large intestine, with thickened walls, and were irregularly 
distended in places. The convolutions of the tumours were intim- 
| ately adherent to one another by broad surfaces. The cavity was 
full of hydatid capsules. On the omentum were some small cysts 
resembling dead hydatids, but there was no other trace of tumour in 
any of the abdominal organs. 

“After removal the tumours weighed 2 kilos. The walls varied 
in thickness, and were pearly-white in colour, and almost transparent 
in places. Both tubes were distended in the greater part of their 
extent, the right to within 1 inch the left to within } inch of the 
uterus. The ovaries, though adherent, were normal in appearance.” 

Doléris’s description of the parts removed leaves something to be 
desired, and the illustration published with his paper represent the 
tubal swellings intact. But the author clearly regarded the condition 
as the development of hydatid vesicles within the tubal canal, so 
that the case differs considerably from that here recorded. 
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Notes on a Case of Hydatids of, or connected with, 
both Ovaries, Right Broad Ligament, Liver, 
Omentum, Mesentery, and other parts.* 


By Cuas. J. Curtinewortn, M.D., F.R.C.P., and 
Ii. H. Cturron, M.C. (Cantab), F.R.C.S. 


An unmarried lady, aged 24, the eldest of a family of five orphan 
sisters, was sent to Dr. Cullingworth, in the month of June, 
1896, from one of the continental health resorts. She had been 
under treatment for nine months on account of an abdominal 
swelling which had ‘been attributed to indigestion. Pain in the left 
leg having, however, supervened, an abdominal examination had 
been at length made, and what was believed to be a movable and 
displaced kidney discovered. The history the patient gave was that, 
five years previously, viz., in 1891, when in the act of jumping from 
a chair upon which she had been standing, the chair tilted and she 
received a blow upon her back. This was immediately followed by 
severe pain and vomiting, necessitating a week’s confinement to bed. 
She had been subject, she said, to pain ever since. 

In July, 1895, she had slipped and fallen over some stones in a 
mule-path, and had had, as a result, pain in the lower part of the 
abdomen, requiring the application of poultices. Her doctor was 
unable, at that time, to come to any conclusion as to the precise cause 
or seat of the pain. On the only occasion on which he had examined 
the abdomen he thought he felt, in the right hypochondrium, a 
tumour give way under his fingers. He stated, in his letter to Dr. 
Cullingworth, that as the nausea from which the patient had been 
suffering ceased immediately, he felt confirmed in his belief that he 
had replaced a dislocated kidney. 

The patient arrived in England on the 6th of June, 1896, and 
consulted Dr. Cullingworth on the 19th. She complained of some 
pain in the morning on passing urine. She had no pain at that time 
in the region of the kidney. Her general health was fairly good. 
Her appetite was dainty. The catamenia were quite regular: average 
duration four days; painless, and normal in quantity. 

The abdomen was enlarged by a rounded, fixed, cystic swelling, 
situated in the supra-pubic region which was dull on percussion from 
the pubes upwards. The flanks were resonant. There being some 
suspicion that the bladder was distended, a catheter was passed and 


* Read at a Meeting of the Obstetrical Society of London, June Ist, 1904. 











A, Hydatids of, or attached to, right ovary, seen through the transparent cyst-wall, 
B. The same exposed to view by cutting out a window in the cyst-wall. 

Torn remains of hydatid cyst of the right broad ligament. 

D. Right Fallopian tube. 
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a pint of clear, non-albuminous urine was drawn off. The uterus 
was felt to be of normal length, and displaced forwards and to one 
side. A portion of the tumour occupied Douglas’s pouch. 

The opinion then formed was that there was a cystic tumour 
either of the ovary or of the broad ligament, and that it ought to be 
removed. 

The patient was admitted into a private nursing home, and, on 
the 24th of July, 1896, assisted by his colleague, Dr. Walter Tate, 
Dr. Cullingworth opened the abdomen by a median incision, and in 
doing so entered a cyst, from which a quantity of clear fluid 
escaped and a number of hydatid cysts floated out. The incision 
was thereupon enlarged. On the hand being passed into the 
peritoneal cavity, cysts were found connected with both ovaries and 
the right broad ligament. AJl these cysts were removed and proved to 
be hydatids. That connected with the right ovary was preserved and is 
now No. 2,379B in the Museum of St. Thomas’s Hospital (see draw- 
ing).* The broad ligament tumour was of considerable size, and had 
displaced both uterus and bladder. It had, moreover, burrowed down 
into the deeper parts of the pelvis, where it was extremely adherent, 
making it difficult to remove. It was, in fact, removed piecemeal. 
A bladder sound was kept zn situ during the separation of the 
adhesions to the bladder, which were firm and extensive. The cyst 
wall was in part much thickened, and presented an appearance 
suggestive of papilloma. There were observed several small cysts 
of the omentum, as many as possible of which were removed. 
Numerous smaller cysts in the mesentery were also seen, and a large 
cyst in the right loin, believed at the time to be a cyst of the right 
kidney. A second large cyst in the upper part of the abdomen 
extended from the splenic region on the left across and upwards 
beneath the lower end of the sternum towards the right. These were 
all left to be dealt with at a future time, especially as during the 
latter part of the operation (which lasted 2} hours) the patient had 

been pulseless and in a very alarming condition. Strychnia was 
injected twice, and the abdomen was closed as quickly as possible. 
A glass drainage-tube was left in for a few hours, as there was con- 
siderable oozing from the raw surface in the deeper parts of the 
pelvis. Before removing the patient to bed, a catheter was passed. 
The urine withdrawn was quite clear. 

For some hours after the operation the patient was in a condition 
of collapse, and strychnia was again injected on two occasions, on 
one of them in conjunction with morphia. The drainage-tube was 


*The specimen was shown. 
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removed in the afternoon of the day following that of the operation. 
From that time the patient made a good recovery, her temperature 
never exceeding 100°F. 

It was ascertained on inquiry from the patient and her friends 
that she possessed a pet dog to which she had been extremely devoted 
and which she had constantly tended and been in the habit of kissing 
and fondling. 

In the latter part of October (1896) the patient, having 
sufficiently recovered from the first operation, was transferred to the 
care of Mr. Clutton, with a view to the attempted removal of the 
cysts in the upper part of the abdomen. 

On October 26, 1896, Mr. Clutton opened the abdomen through 
the rectus above the umbilicus, and found three large and separate 
cysts attached to the liver, two at the free margin and one in the 
body of that organ. There were also several smaller ones. All 
except two were removed entire, but the ectocystic walls of the two 
largest were reduced in size and then attached by sutures to the 
abdominal incision. It was not thought safe to drop their very 
large surfaces back into the abdomen. The shock during and after 
the operation was extreme, and appeared to be due to the traction to 
which the diaphragm was exposed. The pulse remained at 150 for 
twenty-four hours. During the operation another large cyst was 
felt towards the spleen, but this was left for a subsequent operation. 

On November 19th, 1896, a swelling having been felt for at least 
10 days in the left iliac fossa, and increasing pain having been 
experienced in the front and back of the pelvis, the July incision was 
re-opened by Dr. Cullingworth. One large cyst was evacuated and 
the wall sutured to the parietal incision. On November 27th a 
quantity of stinking pus and numerous hydatids escaped per rectum. 
This was followed a few days later by a slough, which was probably 
the ectocyst. The temperature, which had been high, now dropped 
to normal, and all the wounds healed. 

On February 2nd, 1897, an operation was undertaken by Mr.Clutton 
for the removal of the cyst which was thought to be in relation with 
the spleen. The abdomen was opened through the left rectus and 
the large hydatid cyst previously felt was found to be attached to the 
free margin of the left lobe of the liver. It was adherent to the 
diaphragm and stomach, and could not be brought to the surface. 
It was therefore packed all round with gauze and evacuated in situ. 
There was the usual countless number of daughter cysts and 
laminated membranes to be removed. A certain amount of ectocyst 
was cut away and the remainder sutured to the abdominal incision. 
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The same kind of shock was experienced as in the operation of 
October, 1896, but it did not last so long after the operation was over. 
A sinus left from this operation lasted for some years, and was due 
to silkworm gut sutures which were gradually drawn up towards the 
diaphragm out of sight. This was the only one of the patient’s many 
operations which was followed by a persistent sinus. 


On January 12th, 1899, the patient reported that she had remained 
free from any evidence of hydatid cysts until about one month ago. 
On the 15th Mr. Clutton re-opened the cicatrix over the liver to the 
right of the median line, and another incision was made still further 
to the right, through the rectus. Three large cysts, each containing 
hundreds of daughter cysts, were evacuated and the ectocysts sutured 
to the abdominal incision. The peritoneal cavity was not opened. 
Dr. Cullingworth who was present took the opportunity of the patient 
being anesthetised to examine the pelvis per vaginam. He found a 
large swelling in Douglas’s pouch. The bowels soon became difficult 
to move, and enemata began to return too quickly. On examination 
on January 31st it was found that the pelvic cyst had increased very 
rapidly since the operation of January 15th. 

On February 2nd, 1899, Dr. Cullingworth made a vaginal incision 
and found one large cyst, which on evacuation was discovered to be 
free from any daughter cysts. Rectal examination subsequently 
proved that the whole swelling, which previously filled the cavity of 
the pelvis, had gone. On passing a finger into the ectocyst through 
the vagina, it was found that the cyst was adherent to bone on the 
patient’s right side. By March the 22nd all the wounds and sinuses 
were closed except the sinus of February, 1897. The pelvis was also 
carefully examined and found to be free from any cysts. 

On September 20th, 1899, Mr. Clutton removed a large cyst with 
its ectocyst, from the deep layer of the abdominal wall without 
opening the peritoneal cavity. It contained no daughter cysts. The 
pelvis was examined through the rectum and a round, hard lump was 
felt in front which was thought might be the remains of the ectocyst 
of a previous operation. It was therefore decided to leave it alone. 
At a later operation (January 9th, 1900) this lump had disappeared. 


On January 9th, 1900, a cyst was removed from the cicatrix over 
the liver. It had no daughter cysts. After this operation the patient 
remained free from any evidence of hydatid disease till January, 
1902. A swelling was then noticed on the right side over the free 
margin of the liver. 

On February 18th, 1902, this cyst was removed without opening 








30 Journal of Obstetrics and Gynecology 


the peritoneal cavity. A careful examination of the whole abdomen 
was made under an anesthetic, and a small, very movable swelling, 
was found in the right iliac fossa. The patient was unaware of its 
existence and it was left alone. This tumour remained stationary in 
size and gave her no trouble. 

Towards the end of 1902 and during the early part of 1903 she had 
occasional attacks of frequency of micturition, lasting only for a few 
days at a time, and without any change in the quality of the urine. 
On September 30th, 1903, Dr. Cullingworth made a bimanual 
examination and found a large cyst extending from the base of the 
bladder to the brim of the pelvis on the left side. 

On October 20th, 1903, Mr. Clutton opened the abdomen through 
the left rectus just above the pubes. The cyst was found to be 
beneath the pelvic fascia and behind the sigmoid flexure. After the 
peritoneum and fascia had been divided, the cyst, which contained 
a large number of daughter cysts, was easily extracted. The cavity 
from which it was removed extended to the bottom of the pelvis. 
The ectocyst was closed with sutures and left in situ. The abdomen 
was again opened on the right side to remove the cyst which has been 
previously described as remaining unaltered since February, 1902. 
There were found to be two small cysts in the meso-colon, which were 
easily removed without spilling their contents. They were both very 
old, without daughter cysts, and one of them was entirely cheesy in 
consistence. The wounds healed in the ordinary way, but the 
temperature began to rise 10 days after operation, and a distinct 
swelling appeared on the left side of the pelvis in the position of 
the closed ectocyst. 

On November the 2nd this swelling was opened, and offensive pus 
evacuated. A drainage tube was introduced. On November 10th 
there was an escape of pus per vaginam, and on syringing through 
the drainage tube above the pubes the lotion ran out below. By 
November 26th the discharge had almost ceased, and the drainage 
tube was removed. On December 7th the sinus had healed. Mean- 
while a silkworm gut suture had been removed from the sinus which 
had existed so long in the left hypochondrium, and that sinus also 
healed. The patient therefore left the Home early in December 
without any sinus. 

It is impossible to say that this patient will have no further 
development of hydatid cysts, as, in the course of the case, there 
has already been an interval of two years without any necessity 
for operation. As the case has now, however, extended over a period 
of 8 years it would seem a pity to keep an interesting record locked 
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up in case-books any longer, and the announcement of Dr. Eden’s 
forthcoming paper seemed to suggest the present as a suitable 
opportunity for publication, though, of course, it is impossible to say 
that the ovaries, although the first part operated upon, were the 
primary seat of the disease. 

It may be well to add that there has been no menstruation since 
the first operation. There has been no complaint of flushings or of 
any of the nervous discomforts that frequently accompany or follow 
the menopause and that have been said by some to be specially 
marked when the menopause has occurred prematurely, as the result 
of operation. 


Nore.—We should like to take this opportunity of acknowledging 
our gratitude to Mr. E. F. White, of Putney, who gave the anesthetic 
for every operation except the last. In some of the operations, 
especially those which involved the under surface of the diaphragm, 
he had a most trying experience. The patient was extraordinarily 
courageous in returning again and again for fresh operations, but 
she was really of very feeble constitution, and so nearly ceased to 
breathe when difficulties arose that both operator and anesthetist 
had to cease for a time and await her recovery. Under these trying 
circumstances Mr. White was a most patient and skilful anesthetist. 
Mr. F. C. Abbott assisted in most of the operations, and to him also 
we owe our thanks for much help and advice in many difficulties. 
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A Case of Quintuplets. 


By G. C. Nisnorr, M.D., Professor of Obstetrics and Gynecology, 
Royal University, Groningen (Netherlands ). 


Ar the end of July, 1903, I received from my friend, Dr. J. J. de 
Blécourt, physician at Hees, near Nieuwegen (Netherlands), who 
assisted at this memorable birth, five immature children and one 
placenta, produced at the same birth, excellently conserved in a 5 
per cent. solution of formalin. I am also indebted to Dr. de 
Blécourt for the history of the case. 

The mother of the quintuplets, a healthy and robust woman, aged 
34 years, and married 8 years to a very tall and perfectly healthy 
man, was delivered 7 years ago of one boy at the full term of pregnancy. 
After the birth of the boy she had no more children, but she believes 
she miscarried at Christmas, 1902. The last normal menstruation 
occurred January 20th, 1903. In the beginning of her pregnancy 
she felt very well, only suffering from nervous feelings. In the 
beginning of May, 1903, she had for some days a discharge of a small 
quantity of yellowish fluid, now and then tinged with blood. This 
discharge ceased, but returned in the beginning of July. She first 
felt quickening early in June. Dr. de Blécourt was called on July 
12th at 10 o’clock a.m. At 8 o’clock the patient began to have 
severe pains, returning every 3 minutes. At the acme of a contrac- 
tion the bag of waters was visible at the vulva. The fundus uteri was 
a hand’s breadth above the umbilicus. Fetal heart sounds 
were heard at both sides and in the middle of the abdomen. 

On vaginal examination Dr. de Blécourt found the os uteri 
completely distended, and a small foetal head in vertex presentation 
with the occiput to the left. At 8-30, soon after the rupture of the 
membranes, an immature but living female child was born, followed 
ten minutes afterwards by a second female child in footling presenta- 
tion, with the abdomen to the front. Before the birth of the second 
child no new bag of waters was observed. Some minutes after the 
birth of the second child a new bag of waters protruded in the vulva 
at the acme of a uterine contraction. At 9 o’clock the third child, a 
male, was born in vertex presentation, soon followed by a fourth 
child, a female, in footling presentation with the back to the front. 
After the birth of the fourth child, Dr. de Blécourt was extremely 
surprised as he found a fi/th child, as it were, concealed in a corner of 
the uterus in transverse presentation. This child, a female, was 
within some minutes spontaneously born in footling presentation. 
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Before the birth of the fourth and the fifth children no bag of waters 
was observed. The five children were all alive, but immature, and 
survived only one hour. At 9.30 the placenta was expelled after 
moderate pressure upon the fundus uteri. During the labour, but 
especially after the expulsion of the placenta, there was a consider- 
able loss of blood. During the first few days of childbed the lochia 
were accompanied by several large blood clots. 

During childbed no other abnormalities were noticed but an 
increase of temperature to 37°9 (Celsius) at the third day. The 
mother made a speedy and complete recovery, and was wholly 
restored at the end of July. 


The children were all immature, but well formed, their size 
corresponding with a development of about six months of pregnancy. 
Immediately after birth the weight of the five children together was 
3,150 grammes. Five days afterwards Dr. de Blécourt found their 
weights and measures : — 


No. 1, female, 750 grammes 32°5 centimetres. 
No. 2, female, 500 Pr 28°0 45 
No. 3, male, 540 5 27°5 re 
No. 4, female, 650 re 30°0 “ 
No. 5, female, 550 4 30°0 Pe 


The placenta consisted of one continuous cake (see Tig. 1). It 
had an oval form, with a longitudinal diameter of 25em and a 
transverse diameter of 18°5em. Its thickness varied from 0°4 to 3em. 
Its weight was (five days post partum) 890 grammes. The uterine 
surface of the placenta presented no more than the usual lobules. 

At the foetal side five separate umbilical cords were inserted, 
each in a distinct sac formed by the foetal amnion. Three of these 
sacs were enclosed by a common chorion. The two others had a 
separate chorion. It was not difficult to bring each foetus in 
connection with its own umbilical cord, as the cords varied in thick- 
ness, shape and arrangement of the umbilical vessels. Dr. de 
Blécourt having attached to each foetus a bracelet indicating the 
order of their birth we could also determine to which fcetus 
the amniotic sacs corresponded. In this manner we found that the — 
three sacs separated by a distinct amnion, but enclosed by a common 
chorion, corresponded to the foetuses No. 1, No. 2 and No. 5, and the 
two other sacs enclosed by two distinct choria to the foetuses No. 3 
and No. 4. The three females born as No. 1, No. 2 and No. 5 are 
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thus from the same ovum, and represent uni-ovular triplets, the male 
(No. 3) and the female (No. 4) taking their origin from two separate 
ova. These quintuplets may be regarded as the product of the 
foecundation of three ova. 

In the mother’s family several cases had occurred of multiple 
pregnancy. Her mother once had twins among other children. Two 
maternal uncles became fathers of twins. A maternal aunt was 
delivered of triplets. In the father’s family no cases of multiple 
births are noticed. 

I have given a more detailed description of this case, together 
with another Dutch quintuple birth at Scheveningen in 1719, and 27 
cases of quintuplets collected from the obstetrical literature from 1694 
to 1900 in a paper (illustrated with 13 plates), of which the Anglo- 
Dutch edition will be published shortly by J. B. Wolters, Groningen 
(Netherlands). 
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CRITICAL REVIEW. 


Heart Disease with Pregnancy. 


By R. G. McKerron, M.A., M.D., Physician to the Maternity 
Hospital; Assistant to the Professor of Midwifery im the 
University, Aberdeen. 


THE complication of heart disease with pregnancy still continues a 
fruitful subject of discussion and controversy. Even in the most 
recent literature there are to be found contradictory views in regard 
to the mutual bearings of the two conditions, to the gravity of the 
complication, and to the treatment which should be followed. Much 
of this divergence of opinion is to be traced to the unsatisfactory 
state of our knowledge as to the cardio-vascular changes which 
normally accompany pregnancy. A more accurate conception of 
these will go far to explain the influence which pregnancy exercises 
on heart lesions. 

To the numerous investigations and extensive literature on this 
subject it is worthy of note that obstetricians have been the almost 
exclusive contributors. With the exception of Leyden, few 
physicians have seriously approached the subject. This is the more 
unfortunate as their observations on the condition of the woman and 
of the heart subsequent to the completion of the puerperium, would 
be of the greatest value in aiding the elucidation of many points 
which still remain more or less uncertain. 

While Hecker! was the first to emphasise the dangers involved in 
the association of heart disease with pregnancy, the attention of 
obstetricians in this country was first directed to the gravity of the 
condition by Dr. Angus Macdonald.? In his valuable monograph, 
which appeared in 1878, he took what many now regard as an 
unnecessarily serious view of the dangers. His conclusions were 
based on a series of 31 personal and published cases, more than half 
of which proved fatal. The whole bearings of the question were 
discussed with so much fulness and care by Macdonald that com- 
paratively little advance has been made, notwithstanding the large 
increase in clinical material and the number and ability of the © 
investigators who have since given their attention to the condition. 
Indeed, so extensive is the recent literature, and so varied are the 
views expressed, that it is difficult in discussing the subject to keep 
within the limits of an ordinary review. 
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Frequency. Pregnancy in women with heart disease is much less 
uncommon than was at one time supposed. In an earlier number of 
this Journal, Vol. i., p. 389, Jardine states that he had under observa- 
tion in one month seven pregnant patients with pronounced heart 
lesions. It is well known that many womenwith valvular disease present 
no cardiac symptoms during pregnancy, and the lesion is undetected. 
Thus, for reliable figures we must go to the large clinics and lying-in 
institutions, where a routine examination of the heart is made. 
Many such statistics are available. In 2,000 cases in the Marburg 
Clinic, Schneider? reports that only 14 cases of advanced valvular 
disease were found, while at Berne Wessner‘ found 25 cases in 4,000 
labours, or 0°6 per cent. In 30,613 labours in Schauta’s clinic there 
were, according to Fellner,> 94 cases of organic heart disease, or 0°37 
per cent. Even in the clinics cases escape observation, for Fellner 
mentions that in a systematic examination of 900 consecutive cases 
there were, besides 22 cases of organic disease, no fewer than 159 of 
relative insufficiency which, besides murmurs and dilatation, 
manifested subjective symptoms. Taking the organic cases alone, 
he estimates the frequency at 2°4 per cent., but as the difficulty of 
distinguishing between the two is often great, it is probable that 
many of the apparently functional murmurs were in reality organic. 
This, at any rate, is the opinion of v. Guérard,® and it would seem to 
be the view which Fellner himself takes, for from the above figures 
he estimates that only one-seventh of the cases of heart disease in 
pregnancy are recognised. The complication is at least sufficiently 
frequent to render it advisable that in all pregnant women the heart 
should be examined as a matter of routine. 


To correctly appreciate the influence which pregnancy exercises 
on existing heart disease, it is necessary to bear in mind the 
physiological changes effected by gravidity in the cardio-vascular 
system. Those only will be considered here which are still’ the 
subject of controversy. 

Effect of pregnancy on the normal heart. With the publication 
of Larcher’s’? paper in 1828, the study of the cardiac changes in 
pregnancy may be said to have begun. From a post-mortem examina- 
tion of 130 women who died before or soon after labour, he advanced 
the statement that there is a normal hypertrophy of the heart in 
pregnancy, and that this mainly affects the left ventricle, the wall 
of which is increased from a minimum of one-quarter to a maximum 
of one-third of its normal thickness. While Larcher’s observations 
were in general accepted, several authorities of note have denied the 
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existence of hypertrophy. That the heart is enlarged during 
pregnancy is admitted by all writers, but whether this enlargement 
is due to dilatation alone, or is in part the result of hypertrophy, is 
a question which still awaits solution. Much of the argument for 
and against hypertrophy has been of a theoretical and speculative 
character—a curious circumstance considering how readily the 
question would seem to lend itself to anatomical investigation 
and proof. Of the many early writers, who have expressed opinions 
on this subject, Macdonald alone need be mentioned. From his 
personal experience, as well as from a review of the anatomical and 
clinical evidence, he concluded that some degree of hypertrophy 
must be admitted. This is the opinion of the majority of observers 
who have since devoted attention to the question (Leyden,® Guérard,® 
Tuszkai,® Feis,!° etc.). On the physiological ground that every 
muscle becomes hypertrophied in slow but increasing exercise of its 
powers, v. Guérard believes that hypertrophy must take place. In 
favour of its actual occurrence he adduces the fact, which has often 
been observed, that pre-existing cardiac murmurs become more 
audible during pregnancy. ‘This implies an increase in the strength 
of the heart’s action, and, in his opinion, hypertrophy. 

Among the first to contest the accuracy of Larcher’s observations 
was Lohlein.1! While not denying hypertrophy, he maintained 
that the evidence in favour of it was insufficient. In a series of post- 
mortem examinations he was unable to find microscopic or other 
proof of its existence. Recently, as the result of a careful investiga- 
tion, Fellner has expressed the opinion that hypertrophy does not 
take place or, if it exists at all, is insignificant. He bases his 
conclusions on the following observations:—(1) Hypertrophy was 
never found on post-mortem examination, always dilatation; (2) the 
clinical facts, both in pregnancy and the puerperium are 
explicable on the basis of dilatation alone; (3) on no occasion did he 
find an outward displacement of the heart’s impulse; (4) though the 
cardiac dulness is universally increased, the most constant and 
significant change is an increase in the dulness upward; (5) the 
left heart has no increase of resistance to overcome during pregnancy. 

An important clinical observation which, if corroborated, would 
go far towards proving the existence of hypertrophy, has recently — 
been made by Tuszkai.2 It has long been known that, in the normal 
heart, a difference in the pulse rate, often amounting to ten or 
fifteen beats, is produced by change from the horizontal to the erect 
position. This difference has been found to disappear, either wholly 
or partially, when hypertrophy due to a valvular lesion exists. By a 
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happy inspiration Tuszkai conceived the idea of applying this 
clinical fact to pregnancy. In a series of observations on pregnant 
women he found that change of position, even when rapidly 
produced, did not materially affect the pulse rate, and that this 
disappearance of the normal lability may be met as early as the 
third month. Further, the existence of a valvular lesion does not 
influence this phenomenon, provided compensation is good, but a 
return of the normal lability during pregnancy indicates threatening 
failure of compensation. While thus a valuable prognostic sign, it 
seems, at the same time, to furnish strong proof of the occurrence of 
cardiac hypertrophy. These observations have not yet been con- 
firmed. Indeed, Nicholson !? incidentally mentions, as a proof of 
the absence of compensatory hypertrophy in normal pregnancy, that 
there is no constancy of the pulse in the different positions of the 
body; but he seems to make the statement rather as an accepted fact 
than one he has personally tested. Since reading Tuszkai’s paper, 
the writer has examined several pregnant women (7)* for this 
symptom. The cases are obviously too few for useful conclusions, 
but, so far as they go, they tend to corroborate Tuszkai’s observa- 
tions. 


Influence of pregnancy on blood pressure. It is generally held 
that there is a marked elevation of the blood pressure during 
pregnancy, a view which is supported by the sphygmographic results 
of the earlier observers (Mahomed,!* Marey,!* Blot,!®> Macdonald). 
More recently Wessner has corroborated the existence of a high 
arterial tension in the later months. On the other hand, Fellner, 
from numerous estimations in the various phases of pregnancy, is of 
opinion that the blood pressure in pregnant women approaches normal 
limits, or is only slightly raised. He admits, however, that his 
results are inconclusive from the fact that the pressure was in no 
instance measured before pregnancy. In labour he found a well- 
marked increase of tension—during the early pains only to the extent 
of 10mm. of mercury; but with the strong expulsive pains it may rise 


* Cases tested for Tuszkai’s symptom :—(1) I.-para; end of third month; pulse in 
recumbent position 82, in erect 82. (2) I.-para; eighth month; pulse 62 and 66. (3) 
IV.-para; eighth month; pulse 92, 100. (4) I.-para; seventh month; pulse 74, 76. 
(5) I.-para; seventh month; (a) pulse 100 and 98; (b) a week later: pulse 94 and 94. 
(6) VI.-para; seventh month; in poor health, a mitral murmur having developed a 
few weeks before; pulse 102 and 110. (7) II.-para; in seventh month; pulse 82 and 
82. In the first four cases only was woman put in erect position; in others made 
rapidly sit up. It should be mentioned that the nervous effect of getting up may 
accelerate the pulse. This was discounted by repeating the test after the pulse had 
resumed its original frequency. 
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90mm. or more, remaining about 20mm. above the original pressure 
in the interval: the highest pressure reached is when the head is 
emerging from the vulva. Evacuation of the liquor amnii causes a 
fall of 10mm. or more below the original (much more in hydramnios). 
The birth of the child is immediately followed by a marked fall, to 
10—20mm. below the pressure at the beginning of labour, but after 
half a minute there is a rise of from 20 to 40mm. Thereafter 
ensues a series of changes which depend on the condition of the 
uterus. With good contraction of the uterus the pressure falls, with 
bad, it rises. Hemorrhage to the normal amount does not seem to 
influence the pressure, but with a large atonic hemorrhage there is a 
fall of about 40mm. After the expulsion of the placenta the 
pressure falls to 5—10mm. below that immediately after birth, 
but soon rises. In operative delivery he found the pressure 
differences less than after spontaneous, but in the former there is a 
greater subsequent fall. In the puerperium there may be a fall on 
the first day, but from that time there is a steady rise till the third or 
fourth day, after which the pressure gradually sinks. 

On the basis of these results Fellner endeavours to explain the 
circulatory changes in pregnancy and labour; but for the explana- 
tions which he gives, the reader is referred to the original paper. 
Fellner’s elaborate investigations, at variance in several respects as 
they are with accepted views, cannot be accepted in their entirety 
without further confirmation. There has hitherto been a general 
agreement among observers that the circulatory difficulties arising 
after labour were to be ascribed not to a diminished, but to an 
excessive blood supply to the heart, and that the right ventricle 
became overdistended. This view is strongly supported, among 
others, by Berry Hart,!® who finds nothing in the clinical symptoms 
to indicate that the extra blood, previously accommodated in the 
uterine sinuses, accumulates in the abdominal veins. He maintains 
that, were this so, there would be no reason why, in a normal body, 
the blood should return to the right side of the heart at all. Ina 
post-mortem examination of women with mitral stenosis, who died 
almost immediately after emptying the uterus in the fourth month of 
pregnancy, he found well-marked engorgement of the right side of 
the heart. The view that the expulsion of the child led to an 
accumulation of blood in the abdominal veins with consequent 
cardiac anemia originated with Fritsch,!’ who in this way explained 
the pallor so often seen in patients immediately after labour. In 
addition to Fellner it has found a supporter in v. Guérard, who 
reports a case in which a secundipara was found soon after labour in 
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a collapsed condition, with very rapid pulse and the facies of excessive 
hemorrhage. The section showed a greatly enlarged heart with 
flabby anemic muscle, while the veins of the uterine ligaments, labia, 
and pelvic peritoneum were swollen and distended. On this important 
point, it will be seen, even post-mortem examinations are contra- 
dictory. This is the more unfortunate as the explanation is of more 
than theoretical interest, and has a practical bearing on the treat- 
ment. It is to be hoped that the question will not be long left in 
this unsatisfactory condition. 


Influence of pregnancy on heart disease. In considering the 
effects which pregnancy exercises on pre-existing heart disease we 
are met with the same conflict of opinion, which, in every phase, 
besets this question. That pregnancy has a deleterious influence on 
heart affections, few who have had the opportunity of observing 
such cases will be prepared to deny. By the earlier writers, whose 
opinions were formed on the publication of isolated and severe cases, 
the dangers were, without doubt, exaggerated. On the other hand, 
under the influence more especially of Jaccoud!® in France and 
Wessner in Germany, there has been recently manifested a tendency 
to underestimate the risks. The systematic examination to which all 
cases are submitted at the larger clinics, disclosed the fact that many 
women with well marked valvular lesions passed through pregnancy 
and labour without the appearance of any cardiac symptoms, or with 
but slight disturbances. These cases, however, were rarely under 
observation for more than a fortnight after labour, so that the 
ultimate effect of pregnancy on the lesion could not be fully 
estimated. This gives greater value to the observations of Leyden, 
to whom cases of heart disease were frequently transferred from the 
obstetric clinic, and who viewed the effects of pregnancy and labour 
purely from the standpoint of the physician. From his observations 
he was led to the belief that the danger accruing to women with heart 
disease is a real one, and that it is only in the slighter lesions, in 
which compensation is very little disturbed, that no injurious effect 
results. Many of the women who left the lying-in wards in tolerable 
condition, carried with them the marks of serious injury which was 
not repaired at all or only very gradually. The women mostly left 
hospital in a very bad state of health, with the conditions of com- 
pensation much more precarious. In severe cases, almost without 
exception, he found the condition changed for the worse. 

On these grounds Leyden refuses to accept Wessner’s conclusion 
that chronic heart disease is of no great importance in pregnancy, 
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and that, if a woman with heart affection succumbs during or soon 
after pregnancy, she would probably have died in any case of her 
heart disease alone. Wessner’s opinion was based on the results of 
the Berne clinic in which 25 cases were treated with only one death. 
Fellner and Naureils,!9 among others, agree in the main with 
Wessner, but that this optimistic tendency is not by any means 
general is seen from the statement of v. Guérard that cardiac disease 
is a more serious complication of pregnancy than placenta previa or 
eclampsia. From his large personal experience, as well as from his 
careful study, of the condition, Guérard’s opinion is of exceptional 
value. Of his own cases 30 per cent. died. Some recent observers 
have been even more unfortunate; in 25 cases Schlayer?? had 
12 deaths. 

That pregnancy is a serious complication in a patient with 
advanced heart disease must, we think, be admitted. Wherein lies 
the danger? Individual authors have shown a tendency to attribute 
the unfavourable influences of pregnancy to this or that cause alone, 
but Leyden is rightly of opinion that they are to be looked for not 
in any single cause but in a series of factors. Of these dangerous 
influences he regards as the most important the increased work and 
greater activity of the heart in pregnancy, which must of necessity 
intensify the effects of valvular lesions. Pregnancy bears the same 
relation to heart disease as does overstrain ; there is diminished thoracic 
expansion, and though the vital capacity of the chest is undiminished, 
the latitude of healthy respiration is limited, and hence pulmonary 
disturbances more easily occur in pregnant women; while altered 
condition of the blood predisposes to defective nutrition of the heart. 
While Wessner is of opinion that all these factors are of little 
significance and attributes the detrimental influences solely to the 
physical and psychical disturbances of labour, the majority of writers 
would seem to agree with Leyden’s analysis. Fellner, however, 
would attach more importance to the influence of dilatation which 
may in a normal heart lead to insufficiency and in valvular disease 
will make the defective valve still more defective. With Tuszkai and 
Vinay,”! he thinks that an important part is played by the fatty 
degeneration of the heart muscle which normally accompanies 
pregnancy and which in these cases may be superimposed on pre- 
existing degeneration due to the valvular lesion. It is this which 
makes the danger in old standing lesions so great. 

Guérard has drawn attention to the fact that pregnancy not 
infrequently brings to light latent cardiac affections. From several 
similar cases which he had observed he details one in which a well- 
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marked and typical systolic murmur, conducted into the axilla, was 
noted in successive pregnancies, but disappeared completely in the 
interval. An exactly similar case came recently under the writer’s 
observation, where the development of the murmur was associated 
with marked respiratory embarrassment and orthopnea. The murmur 
disappeared within three days of the spontaneous expulsion of a dead 
foetus in the seventh month. Guérard’s explanation of these cases 
is that there was probably a slight injury to the valve, which was 
indistinguishable when the patient’s condition was normal, but 
which, in spite of its insignificance, was sufficient to make itself 
apparent during pregnancy. 

Weakened by these unfavourable influences, the heart is ill 
prepared to withstand the increased demands made upon it by labour. 
The sudden elevations of the blood pressure, the physical exertion 
associated with the down-bearing pains, the psychical influences, all 
contribute to the dangers and predispose to edema of the lungs and 
collapse. In severe cases where the margin of compensation is small, 
or where compensation has already failed, the task of carrying on 
the circulation under these difficulties may prove too great, and a 
fatal issue ensues. Notwithstanding this accumulation of unfavour- 
able conditions, death seldom takes place during the actual progress 
of labour. At the same time many of the complications which 
ultimately prove fatal may be assumed to have their origin in this 
period of stress. 

With the delivery of the child the danger is not terminated ; 
indeed, the different collections of cases would seem to show that it is 
then even greater than during labour. An explanation of the danger 
must be sought in the vascular changes; but, as already seen, these 
have been variously interpreted. Whether there is an excessive flow 
of blood to the right ventricle with over-filling and dangerous 
dilatation, or whether the blood accumulates in the abdominal veins, 
producing cardiac anwmia must be left to future investigation. 
Whichever is the true explanation, clinical experience as well as 
statistics show that the period immediately following delivery is one 
of the greatest danger. All will now depend on whether the heart 
has a sufficient reserve of power to carry on the circulation. If not, 
pulmonary obstruction with odema, increased cardiac embarrass- 
ment, collapse and death result. Fortunately this termination is 
rare and met with only in the most severe cases. Factors which are 
of unfavourable import at this time are, according to Fellner, a 
degenerated heart muscle which has already led to pulmonary 
obstruction; compensatory disturbances arising during labour; the 
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large size of the uterus with greater consequent diminution; an 
unusually quick rate of expulsion. For the last two reasons the 
danger is greater in multipare, and greater also in hydramnios. 

In the puerperal period the heart still works under unfavourable 
conditions. Compensation is only slowly restored, though many 
patients, after the completion of the third stage, express themselves 
as much relieved. Too much reliance, however, must not be placed 
on this increased feeling of well-being, as was recently impressed on 
the writer. A multipara with double aortic disease and mitral 
insufficiency passed through labour without disturbance, but, though 
expressing herself as very well and apparently safely over her 
troubles, died suddenly six hours after labour. 

By many writers the puerperium is regarded as the period of 
greatest danger, and statistics show that the majority of deaths take 
place during this time. The badly diseased, uncompensated, over- 
strained heart may at any moment fail; the slightest exertion may 
precipitate a catastrophe. Macdonald more especially has emphasised 
the danger of the puerperal period. The danger, he believed, was 
greatest during the first three or four days, but no woman should be 
considered safe till the end of the third week. 

An effect of pregnancy which must not be overlcoked, and to 
which Lebert ?? has called attention, is the development of changes 
in the affected valve. These may be of a destructive nature, or there 
may be a true endocarditis. That pregnancy, and more especially 
the puerperium, predisposes to both these changes is generally 
admitted, and in their occurrence may possibly be found an explana- 
tion of the sudden development of dangerous symptoms in patients 
who previously seemed to enjoy good compensation. 

According to Tuszkai, pregnancy may be an actual cause of heart 
disease, more especially in subjects who either have, or have a 
tendency to, arterial sclerosis. . Ile mentions several cases in which 
the origin of heart disease was traceable to gestation. 


Influence of heart disease on pregnancy. Weart disease has a 
very unfavourable influence on pregnancy. On this point all writers 
are agreed. The most frequent effect is premature interruption. 
While Leyden estimates the frequency of its occurrence at 40 per 
cent. and Guérard at 60, Naureils found in 260 pregnancies that no 
fewer than 154, or 59 per cent., ended before term. Fellner found 
only 20°2 per cent. of premature interruptions in his series. ‘The 
explanation is to be found in the congested, hypertrophic condition of 
the endometrium, which favours loose attachment of the placenta 
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with frequent hemorrhages into it. To the same cause is due the 
hemorrhages from which pregnant women with heart disease so 
often suffer. Owing to the circulatory difficulties there is a defective 
blood supply to the peripheral parts of the placenta, which thus 
become atrophied. Fellner has noted that velamentous insertion of 
the cord occurs with great frequency in heart disease. As the result 
of these conditions and of the defective oxidation of the maternal 
blood, the foetus is badly nourished and often dies in utero. When 
born alive the child is frequently of so feeble vitality that it soon 
dies. Women with heart disease are liable to post partum 
hemorrhage, but this tendency seems to have been exaggerated. 
Fellner found only 25 cases in literature. In 14 cases in which the 
amount was carefully estimated, Schneider met with profuse 
hemorrhage in only one, in two there was slight excess, while in six 
the hemorrhage was well under the normal amount. 


TREATMENT. 


It is unnecessary here to discuss the general or medicinal treat- 
ment of cardiac affections during pregnancy. The obstetric 
management only will be considered. Attention, however, may be 
directed to the necessity for strict supervision throughout gestation, 
and to the importance which is too often underestimated, of care in 
carrying out the details of treatment. 


The first question which meets us and which is discussed by 
almost all writers is whether women with heart disease should 
be permitted to marry. The well-known dictum of Peter?? 
‘“ for a cardiopathic patient no marriage, if married no pregnancy,” 
no longer receives .the general assent which was accorded to 
it by earlier writers. Pinard,?* for example, maintains that 
we have no right, in diagnosing a heart lesion, to forbid a 
woman to marry. Fellner concludes that marriage is to be forbidden 
only in cases with extensive compensatory disturbances, or where 
complications exist, such as tuberculosis or chronic nephritis. He 
would dissuade from marriage also in cases of mitral stenosis. 
According to Feis consent should be given where compensation and 
the general condition are good, but where compensatory disturbances 
have previously occurred or exist he would dissuade from marriage. 
Guérard, on the other hand, is emphatic in urging that girls with 
severe heart disease, irrespective of the present state of compensation, 
should not be allowed to marry. While admitting the hardship in 
individual cases he insists that this decision should be given, and 
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above all insisted on. In his opinion much affliction and suffering 
would thereby be spared. 

When expressly consulted on the matter, which is not often, the 
practitioner has a grave responsibility imposed on him. A decision 
should be given only after a careful investigation of the history of the 
case, and of the existing cardiac condition. The writer is in com- 
plete agreement with those who maintain that marriage should be 
unhesitatingly forbidden when disturbances of compensation have 
occurred or where the margin of compensation is so slight that 
cardiac symptoms are produced on slight exertion. Even where 
compensation and the general condition seem good one can never 
predict with certainty what the effect of the first, and still more of 
subsequent, pregnancy will be. 


Artificial interruption of pregnancy. Da Costa® was the first to 
recommend the induction of premature labour in severe heart 
affections, and since that time it has been frequently practised, 
though not, as the figures show, with very encouraging results. In 
48 cases in which it was employed there was a mortality of 31 per 
cent. In several of these cases, however, the treatment was delayed 
till the woman was almost hopeless, and a favourable issue was 
scarcely to be anticipated. That an earlier resort to the operation 
would be followed by better results may be inferred from Fellner’s 
cases, which show that artificial interruption was practised on 22 
occasions with only two deaths, both in very bad cases. 

As to the utility of terminating pregnancy in advanced heart 
disease there is much difference of opinion. Most writers are agreed 
that the necessity for interrupting pregnancy in the early months 
should very rarely arise. Lusk,?° however, impressed with the great 
danger of mitral stenosis, insists that in all cases of this lesion 
abortion should be induced before the end of the fifth month. In 
multiparous women with a history of dangerous, almost fatal, com- 
pensatory disturbances in a previous pregnancy Guérard, Feis and 
Fellner, among others, recommend that abortion should be induced 
as a prophylactic measure whenever the patient comes under 
observation. 

The question of the induction of premature labour will much more 
frequently come up for decision, and will demand the most careful 
consideration on the part of the practitioner. It can seldom be 
decided offhand, but only after the most careful estimation of the 
general condition, of the state of the heart, and of the effect of 
treatment, as well as of the risks involved in leaving the pregnancy 
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to run its course. The difficulty of arriving at a decision will 
not be removed by a study of text-books or authorities, though the 
practitioner may thereby derive the satisfaction of knowing that 
he will find approval for whichever method of treatment he decides 
to pursue. 

Many writers agree with Wessner that premature labour should 
never be induced: others think that the cases in which it is justified 
are few. Zweifel2’ believes with Macdonald, that the beneficial 
results of premature labour are doubtful. The latter, in his general 
conclusions, states that “ premature labour should seldom or never be 
recommended, because it is so much more likely to do greater harm, 
by disturbing the action of the heart and the condition of the lungs, 
than any good it might produce by terminating the evil effects of 
pregnancy.” Wessner bases his objection to the induction of labour 
on the belief that the unfavourable influence of pregnancy lies 
chiefly in the psychical and physical strain of labour which reacts 
on the heart, and that this is not obviated by premature labour. In 
this he is supported by Ross, who maintains that premature labour 
is just as dangerous as labour at term. To some extent this is true, 
but it leaves out of account the increasing injury to the heart from the 
continuance of pregnancy. While not denying that it may 
occasionally be advisable, Kleinwachter?® thinks that it should be 
undertaken only in rare, isolated cases, a view with which Fellner 
agrees, but on the ground that it is only in rare cases that serious 
symptoms arise. As an essential condition to induction Roesger”® 
insists that there must be immediate danger to life, but to wait for 
this would in many cases mean that the operation would come too late 
to avert a fatal termination. 

In the more recent literature there is evidence that the induction 
of labour in severe heart disease with failing compensation is gaining 
ground. Guérard is of opinion that it should be resorted to much 
more frequently than it now is, and he would advise it in every case 
in which considerable disturbance of compensation had appeared in 
early pregnancy. Leyden is equally emphatic. He believes that the 
objection to the procedure is due to an under-estimation of the 
dangers consequent on pregnancy. The operation is not only 
justifiable but indicated when compensatory disturbances occur, and 
in spite of treatment persist and become serious. The life of the 
child, in the circumstances almost certain to be lost, should not be 
considered. Admitting that the dangers of premature labour are as 
great as those of labour at term, Leyden points out that the gain of 
several weeks in so distressing a condition is an iufinite one. The 
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persistence ard increase of this distress for several weeks longer 
exhausts the bodily and mental powers to such an extent that the 
patients after delivery decline and collapse. This is the point which 
is chiefly overlooked in considering the question of interruption. 
That artificial premature labour may involve more psychical disturb- 
ance is probable, but this is more than counterbalanced by the 
shorter and easier expulsive stage, which along with the smaller size 
of the uterine contents occasions less variation in blood pressure than 
would be involved in labour at term, if Fellner’s observations are to 
be relied on. The improvement which the woman experiences on the 
termination of spontaneous premature labour is often striking. The 
symptoms of disturbed compensation and the distressing orthopnea 
almost immediately disappear, while the woman expresses herself as 
greatly relieved. To those who have had the opportunity of seeing 
this rapid transformation the induction of labour would seem to be 
the most natural and effective method of treatment. There is, how- 
ever, another side to the picture. Spontaneous or artificial 
premature labour sometimes, just as labour at term, leads to a rapidly 
fatal issue. To the writer this seems no argument against its 
employment, but rather an argument against delaying it too long, till 
the patient’s condition has become so aggravated that a successful 
result could scarcely be looked for. 

In connection with the question of premature labour Tuszkai 
attaches great importance to the pulse symptom which he has 
described. A return to the normal lability of the pulse in a woman 
with heart disease indicates, in his opinion, failure of compensation 
and commencing dilatation. When it occurs, he holds that premature 
labour should be considered, and, if improvement does not rapidly 
take place, should be carried out. In this symptom we have thus a 


warning signal which will enable us to undertake treatment before it 
is too late. 


Management of labour. The dangers associated with heart 
disease culminate in labour. Its proper management is, therefore, 
of the greatest importance in lessening both the immediate and 
ultimate risks. Spiegelberg’s*° axiom, “ quickly and carefully,” has 
been the principle on which the obstetrician has hitherto acted. 
Where dilatation has been tardy it has been the rule to accelerate it - 
manually or by instruments. All legitimate means were to be used 
to shorten the second stage and so lessen the effects of the down- 
bearing muscles. Any delay in the second stage was to be at once 
met by the application of the forceps under chloroform. 
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Spiegelberg’s maxim is contested by Fellner, who accepts it only 
with limitations. It applies, he holds, only to those stages of labour 
which are associated with a rise of blood pressure. In those phases 
in which there is a fall of pressure (rupture of the membranes, 
removal of the child and of the placenta) any shortening of the 
physiological time is injurious. Undue haste in the delivery of the 
child is especially dangerous, the fall in pressure being greater the 
more rapid the expulsion. Cases with good or moderately disturbed 
compensation do well, in his opinion, without assistance, and he is 
strongly opposed to every unnecessary procedure, to every procedure 
for which there are no definite indications. 

When urgent symptoms arise during the first stage, marked 
alleviation may often be secured by rupture of the membranes. It 
relieves the breathing and the pulmonary circulation and is especially 


beneficial when cedema of the lungs is present. Fellner is opposed to 


the advice given by several writers to rupture the membranes early 
as a routine measure. Nothing is to be gained by this: the period of 
labour attended with least disturbance is shortened, but at the 
expense of the more dangerous stage, while the conditions for 
subsequent delivery are rendered less favourable. Where collapse is 


present rupture of the membranes, which aggravates the condition, 
should be avoided—at least till the state of the patient has been 
improved by suitable stimulation. 

Should artificial dilatation of the cervix be employed? In severe 
cases it has generally been recommended. Guérard and Schlayer 
advise manual dilatation, the latter incision if necessary, while Feis 
is in favour of de Ribes’ bag. On the other hand, Fellner is opposed 
to the procedure on the ground that it is injurious and unnecessary. 
Where rapid dilatation is required, and there are cases in which it 
would seem to be indicated, probably one or other of the new, pronged 
dilators will be the safest and most effective instrument, though so 
far they do not seem to have been tried in this complication. Incision 
should rarely, if ever, be required. 

In the management of second stage it is the almost unanimous 
opinion of authorities that no unnecessary delay should be allowed, 
and that when urgent symptoms are present delivery should be com- 
pleted with the forceps as soon as dilatation permits. Guérard even 
advises turning and extraction at the beginning of labour, but the 
results of this treatment have been exceptionally unfavourable, and 
it is not to be recommended. The present attitude of British 
obstetricians is fairly represented in the advice given by Phillips :* 
“In ordinary cases immediately the os uteri is fully dilated delivery 
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should be effected artificially, the patient not being allowed to endure 
any bearing-down pains. An anesthetic must be given and the 
forceps applied as she lies in the dorsal decubitus.” 

In Schauta’s clinic expulsion is left to nature or only manual 
assistance given with very satisfactory results. While he would not 
advise waiting too long before using the forceps, Fellner objects to 
their routine employment on the ground that operative interference 
causes great mental disturbance and that rapid delivery favours 
atony of the uterus. The latter can be avoided, however, by 
regulating the traction, and by slow delivery of the trunk. As a 
means of assisting expulsion, and to some extent diminishing the 
down-bearing efforts, Lwoff3? recommends Kristeller’s expression 
which, in Fellner’s opinion, has undeniable advantages in assisting 
without unduly hastening expulsion. 


Chloroform. Since Macdonald recommended the use of chloro- 
form during the second stage of labour in cardiopathic patients, it 
has been very generally employed. It is claimed that it not only 
diminishes the down-bearing efforts but lessens the excitability of the 
heart. Guérard, Winckel,*? Lwoff, and many others advise it in 
every case. Roesger, Fry,°4 and Phillips*! believe that it is 
injurious to the heart muscle, and dangerous; the two latter prefer 
ether. In Schauta’s clinic Schleich’s mixture is used, as its effect on 
the cardiac muscle is less than that of chlorofrm. Leyden, while 
admitting the tendency to injuriously affect the heart, thinks that 
the careful use of chloroform is allowable provided the woman is not 
too weak. 


The conduct of the third stage is of unusual importance. Berry 
Hart and others have called attention to the dangers associated with 
this period, more especially in cases of mitral stenosis. The details 
of management will depend on the view taken of the circulatory 
conditions present. Those who believe with Spiegelberg and Berry 
Hart that the danger lies in overfilling of the right heart will look on 
moderate hemorrhage as beneficial. Where the bleeding is slight 
they hold it should be encouraged; some even advise that, if the 
symptoms are urgent, the natural hemorrhage, if small, should be 
supplemented by venesection (Berry Hart, Ballantyne, °5 Feis). 
Certainly, several cases have been reported where considerable 
bleeding, either uterine or from a vein, has apparently been of 
benefit. Those, however, who with Fritsch and Fellner adopt the 
view of abdominal stasis and cardiac anemia, will make every effort 
to diminish the amount of bleeding in the belief that the diminution 
+ 
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of blood pressure which hemorrhage produces serves to aggravate 
the condition. As evidence of the unfavourable influence of undue 
hemorrhage, Fellner appeals to results. He finds that of 25 reported 
cases 7 died. With the object of supporting the abdominal veins 
and thus preventing overfilling, a sand bag is placed on the abdomen 
as the expulsion of the child takes place, and retained throughout the 
third stage. Fellner prefers several layers of laparotomy bandage. 
Should evidences of serious cardiac failure manifest themselves at 
any time during labour, suitable stimulation should be employed 
(digitalin, strychnine, alcohol). 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Sextuple Pregnancy. 


Bavpovrn (Marcet). Gazette Médicale de Paris, April 2nd and 30th, 
1904. 


Wutte the occurrence of quintuple pregnancy has been generally 
admitted, the possibility of a sextuple birth has been denied. 
Baudouin has carefully reviewed the literature relating to this 
subject, and concludes that sextuple pregnancy can and does occur. 
Of the five cases recorded in his paper he regards three as quite 
authentic. The first case of sextuple pregnancy put on record was 
in 1805. The history of the mother is interesting. In her first 
marriage, which lasted 22 years, she gave birth to 30 children— 
27 boys and 3 girls. Ina second marriage she had three pregnancies, 
which yielded 14 boys—first three, then five, and lastly six infants 
at a birth. All the six children were still-born, and unfortunately 
the placenta was not carefully examined. Baudouin is disposed to 
think that only two ova were impregnated in this case, each of 
which produced three fetuses. The second case of sextuple 
pregnancy (American), was reported in the Boston Medical and 
Surgical Journal of 1847. Baudouin doubts the authenticity of this 
case, and has been unable to verify the reference. Two of the six 
infants are said to have survived. The third case (Italian), recorded 
by Vassali in 1888, was carefully observed, and there is no reason 
to doubt its authenticity. The patient, 36 years of age, who had 
already given birth to six single children, married a widower, 
41 years old, who had ten children. He said that five of his cousins 
—all brothers—each had twins by their respective wives. The 
patient had a child in the first year of her marriage, suckled it till 
it was 11 months old, and weaned it on account of another pregnancy. 
In the early months the abdomen became unusually large, but there 
was no edema of the body or the lower limbs. She became very thin 
and anemic. At the fourth month the abdomen was like a pregnancy 
at term, and at this time the membranes suddenly ruptured without 
the occurrence of pains. Shortly afterwards one foetus was born, 


and Vassali was summoned. The abdomen was still enormously 
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distended, foetal parts could be felt, but no active movements were 
detected. The following day four more fetuses were born. The 
placenta, which was firmly adherent, had to be removed manually, 
and in its substance a sixth foetus was found. The foetuses—four 
male and two female—were alive at birth, but died soon afterwards. 
The placenta looked like a single one, but each foetus had apparently 
been developed in a distinct sac of amniotic fluid. Baudouin believes 
that there were three separate ova concerned in this pregnancy— 
the first giving rise to two boys, the second to three girls, and the 
third to a single girl. Three placente must have been united so 
as to simulate a single one. The fourth case (quoted by Vortisch) 
is not authenticated. The fifth case, carefully recorded by Vortisch 
in 1903, occurred in a negress. The woman had previously given 
birth to twins, quadruplets and triplets in successive pregnancies; 
and in the present instance—her sixth pregnancy—she had conceived 
by another husband. Hence the maternal origin of the multiple 
births in this case. The six infants—five male and one female— 
died very shortly after birth, and were photographed by a missionary ; 
the photograph is reproduced in Baudoin’s paper. It seems probable 
that three ova were impregnated in this case, but Baudouin lays 
great emphasis on the necessity of making a careful examination 
of the placenta, as in this way only is it possible to judge of the 
number of ova concerned in the pregnancy. He will not admit the 
possibility of a sextuple pregnancy arising from the impregnation 
of a single ovum. 
OxreHant Nicuo.son. 


Clinical Study of Eclampsia. 
Meyer-Wirz. Archiv fiir Gyndkol., 1904. Vol. Ixxi. Ht. 1. 


THE writer bases his observations upon 117 cases of eclampsia 
recorded in Wyder’s clinic at Zurich during the last 18 years. There 
were 35 autopsies. 

As regards the kidneys old lesions were found in six cases. In 
the majority of the remainder degenerative changes in all stages were 
observed in the parenchyma. ‘The surface was pale, often yellowish. 
Thromboses and hemorrhages were common. Inflammatory changes 
were rare. ‘The writer remarks that frequently the degree of 


alteration observed in the kidneys was very slight in proportion to 
the severity of the changes in other organs and especially slight as 
compared with the alterations observed in the liver. This organ was 





54 Journal of Obstetrics and Gynecology 


approximately normal in only two cases. In several cases the liver 
showed advanced fatty degeneration. In the majority there were 
numerous small hemorrhages, and in eight cases there were large 
infarcts together with smaller necrotic areas. Fresh secondary 
changes were seen in the heart in eleven cases in the form of 
epicardial and endocardial hemorrhages. Muscular degeneration 
was very common. Thrombi and infarcts were observed in the lungs, 
and in eight cases there were subpleural and bronchial hemorrhages. 
Placental elements found in the maternal circulation are regarded 
by the writer as of frequent occurrence in, and by no means limited 
to, cases of eclampsia. In 21 of the cases there were cerebral lesions; 
cdema, hydrops of the ventricles and hemorrhages of the pia and 
dura being observed. In the cerebral substance was a series of 
apoplexies and hemorrhagic softenings. Hemorrhage into the 
alimentary canal was observed 12 times. The placental findings 
were various and not characteristic of eclampsia. The pathological 
findings in the foetuses were for the most part hemorrhages in various 
organs with small necroses in the liver and kidneys. 

The general pathological results confirm those of Lubarsch, who 
describes the lesions characteristic of eclampsia as consisting of a 
combination of degenerative kidney changes, anemic and 
hemorrhagic necroses in the liver, hemorrhages and softenings in 
the brain and heart, with multiple thromboses. 

The writer next describes the case of a patient who died in the 
status eclampticus but without the appearance of convulsions, and 
whose autopsy revealed the characteristic appearances above 
mentioned. The paper contains a long discussion of the literature of 
the subject and a detailed analysis of the 117 cases. 


W. E. Foruercitt. 


Hereditary Eclampsia. 
Bacor (L.). L’ Anjou Médical, June, 1904. 


THE author’s paper is of interest as suggesting the influence of some 
hereditary factor—a point already referred to by other writers—upon 
the occurrence of eclampsia. The patient, a robust peasant woman, 
twenty-six years of age, was seven and a half months pregnant with 
her first child. She then complained of headache, lumbar pains, and 
continued insomnia. The urine contained a large quantity of 
albumen. Bagot prescribed milk diet and saline purgatives, and 
warned the patient of her danger if she neglected to follow his 
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instructions. She then told him that both her mother and eldest 
sister had had convulsions at the birth of their first children, there- 
fore she would readily carry out the treatment advised. In spite of- 
the precautions taken the symptoms persisted, and the albuminuria 
did not diminish. Bagot ordered a nightly dose of chloral, and as 
the patient was very strong he contemplated bleeding her, but this 
was not done. Twelve days later he was hastily summoned, as labour 
had commenced. Headache had increased, insomnia was complete, 
and anuria had developed. Labour went on quickly till the head 
was on the perineum; then there was prolonged delay. As the first 
blade of the forceps was being introduced, a very violent convulsion 
occurred. A living child was rapidly delivered, and then the patient 
became conscious for a few minutes. Fits continued for 24 hours 
afterwards in spite of chloroform inhalations, chloral and bromide in 
large doses, and the abstraction of blood by leeches. The patient 
made a good recovery, and in a few weeks there was no albumen in the 
urine. 

When this patient was having frequent convulsions, and seemed 
alarmingly ill, her mother, who was present, treated the matter with 
unconcern; she and her eldest daughter had passed safely through 
similar and more severe attacks. Bagot then learnt that his patient’s 
mother had had eclampsia with twins in her first pregnancy; the fits 
came on before labour, and lasted for three days, during which time 
she was partially comatose. In her second confinement there was 
loss of consciousness lasting for half an hour, but the subsequent 
pregnancies were normal. The eldest sister of the patient, also very 
healthy, had eclampsia with her first child, the fits coming on before 
labour and continuing for 48 hours, during which time there were 
periods of complete coma. Her other pregnancies were normal. 

With regard to his own case, Bagot lays stress on two points: (1) 
The occurrence of eclampsia in spite of milk diet and other pre- 
cautions taken for 14 days and (2) the very striking appearance of 
heredity in the symptoms. What is inherited—a special instability 
of the nervous system, or the insufficiency of some organ—it is 
impossible to say. 

OLipHANT NICHOLSON. 


Pyelonephrosis and Pregnancy. 


Kenpirpsy. Gazette des Hépitaur. No. 41—44, 1904. 


KENDIRDJY quotes a number of papers that have dealt with this 
subject since the year 1877. He considers that the causation of 
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pyelonephrosis during pregnancy depends upon the compression of 
the ureters by the growing uterus and consequent dilatation of ureter 
and kidney. This is said to be far from rare, having been found 25 
times in 34 by Olshausen; 8 times in 32 by Léhlein; 35 times in 1830 
by Pollak. The dilated kidney may be infected from the bladder or 
by organisms passing from the blood through the renal epithelium. 
The latter is the commoner route, as is shown by the complete 
absence of cystitis in the majority of cases. Apart from the cases 
which arise during pregnancy there are cases following labour and 
attributed to the ascending infection of ureters bruised and injured 
during difficult parturition. 

The onset of the condition may be sudden or gradual, the latter 
being more usual. The leading symptom is lumbar pain, renal 
crises occurring in numerous cases. Pus appears in the urine at 
times, but not constantly. Albumen may be present apart from the 
pus, and symptoms of nephritis may also be recognised. The general 
health may remain good as in other cases of pyelonephritis, which are 
only suspected after examination of the urine. In other instances the 
general condition is rapidly and seriously affected. The condition 
commonly appears during the last four months of pregnancy, and 
continues until its end. A majority of the cases recover spontaneously 
after parturition. Some require surgical intervention at a later date. 
Recurrence of the condition is frequently observed in subsequent 
pregnancies. The diagnosis is easy, depending on local pain and 
tenderness together with pus in the urine. Cystitis is often entirely 
absent. Catheterisation of the ureters or division of the bladder so as 
to collect the urine from each ureter is often of service. Wallich has 
studied the effects of pyelonephritis upon the puerperium, and finds 
that this may be quite afebrile. When the condition has caused 
elevations of temperature shortly before confinement the puerperium 
is generally febrile, but fever of this kind can be distinguished from 
puerperal infection by the wide range of the oscillations, by the low 
morning temperature, by the condition of the pulse, and by the good 
general condition which is maintained. The diagnosis is important 
during the puerperium in order that intra-uterine treatment may be 
avoided, this being specially dangerous on account of the septicity of 
the urine. 

The prognosis is favourable unless suppuration persists after the 
parturition, when it becomes that of pyelonephritis in general. In 
the 62 cases collected by the writer, only two have been fatal. ‘The 
treatment is expectant in most cases, as spontaneous recovery 
begins, as soon as the uterus is empty. Rest, milk diet and 
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urinary antiseptics are therefore found sufficient to secure complete 
restoration of the kidney. The obstetrical treatment consists in the 
induction of abortion or of premature labour. This has been 
deprecated by Vinay, but is advocated by Twynam. The surgical 
treatment includes distension of the bladder. This is to be done 
for a brief space of time and repeated, and is said to have a 
reflex diuretic action. The writer estimates the relative values of 
obstetrical and surgical treatment during pregnancy. He concludes 
that pregnancy should not be interrupted before the child is viable, 
surgical measures being then preferable. After the child is viable 
labour should be induced before proceeding to nephrotomy or 
nephrectomy. Short details of the 64 cases conclude the paper. 

A case illustrating many of the above points was recently recorded 
by Fothergill and Prebble. Vide Medical Chronicle, December, 1903. 


W. E. FoTHERGILL.. 


On Mental Disturbances in Pregnancy and Childbirth. 
Kurx. Graefe’s Sammlung, 1904. Vol. v. No. 6. 


Tue author discusses the various mental phenomena at some length 
and gives statistics from the works of British and other authors. He 
narrates several original observations. Among his conclusions are 
the following:—These mental disturbances are not in general 
differentiated from the psychoses occurring at other times. In every 
case of mental alienation in childbirth the possibility of an infective 
process must be kept in view. Fever and local phenomena in a 
puerperal infection do not always run a course parallel to the psychic 
phenomena. ny serious interference with consciousness at the 
beginning of the puerperium must excite suspicion of severe sepsis 
or of eclampsia. 
E. H. L. Ovipnant. 


Solid Tumour of the Ovary in Pregnancy and Labour. 
Covpvert. L’Obstétrique, January—March, 1904. 


Tue author says that there is little literature on this subject on 
account of the rarity of the condition. Only 3 per cent. of ovarian ~ 
tumours are solid; of these the majority are malignant. Their 
coincidence with pregnancy is quite exceptional. His paper deals 
with tumours in whole or in part in the pelvis. The case related is 
that of a vii-para admitted to hospital when 5} months pregnant 
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complaining of abdominal and lumbar pains and of unusual swelling 
of the abdomen. Examination showed that the patient was pregnant 
and a tumour was found in the pelvis pushing forward the uterus 
and causing distension of the bladder by retention of urine. There 
was also obstruction of the bowel. The tumour felt solid and seemed 
to be in direct connection with the uterus; it was sufficiently movable 
to allow a hand in the vagina to push it above the pelvic brim, but it 
immediately fell back. With ordinary treatment the prime vie were 
cleared and the patient was so much better that it was decided to wait 
till full term. At the end of the eighth month labour came on 
spontaneously with symptoms of septic infection. Version was 
performed with some difficulty, but when the trunk was born the 
tumour, previously tightly jammed in the pelvis, was easily pushed 
up. Examination under chloroform now showed clearly that the 
tumour was free from the uterus, and that it was a solid ovarian 
tumour. The patient died of exhaustion three days later and the 
child died on the eighth day. Post-mortem the tumour was found 
to spring by a pedicle from the right ovary and consisted chiefly of a 
fibrous stroma with loops of epithelial cells; the tumour was 
extensively adherent and was removed with difficulty; operation 
during life would have been impossible. A complete pathological 
report is added in which attention is drawn to the observation, 
previously recorded by Leopold, that the tube is free in solid tumours 
of the ovary, not involved in the pedicle as in cystic tumours. 
During life the diagnosis of the nature of the tumour-—whether 
sarcoma, fibroma or epithelioma—is not possible. Opinions are 
divided as to the effect of pregnancy on the tumour: the author 
thinks that it is in the direction of increasing the rapidity of growth. 
The tumour seems to influence the pregnancy only by causing 
pressure phenomena: its influence on the labour depends on 
the amount of obstruction it causes and the amount of damage 
it sustains from crushing or by tearing. The question of diagnosis 
is discussed at length: in many cases exploratory incision alone 
can clear up the case. As regards treatment the author seems to 
advise early operation, but if the patient be seen only in the last 
three months of pregnancy he suggests that the operation be delayed 
till nearly full time so that if Cesarean section be found necessary 
on account of the obstruction caused by an immovable tumour, the 
child may be saved. 
E. H. L. Ovipmant. 
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Rupture of Membranes without Interruption of Pregnancy. 


Meyer-Rvuece (Hans). Zeits. fiir Geburts. und Gynikol. Bd. 51. 
Ht. 3. Pp. 419—468. 


FRENCH writers have described cases of “grossesse extra- 
membraneuse.” Meyer-Rugg considers that there are cases in which 
pregnancy is uninterrupted and the ovum continues to develope in 
spite of rupture of the membranes. He gives a short description of 
eleven examples collected from the literature and one which occurred 
in his own practice. The amnion had contracted extensive adhesions 
with the foetus in only two out of these twelve cases, in all the rest it 
had shrunk up into a small pocket or a ragged skin-like structure at 
the point of insertion of the cord. In six cases bands had formed 
round fingers or toes and caused deep grooves or amputations. In 
two cases the amnion was twisted round the cord and had interfered 
with its circulation, in one case causing death of the fetus. In only 
one instance had the child suffered no harm. The pregnancy in 
almost every case proceeded to the full term. It is probable that the 
rupture of the amnion took place at a time when the amnion and the 
chorion were separated from one another, i.e., before the fourth 
month. Very little is known about the cause of the rupture of the 
amnion. In some cases it has been said to be due to a severe 
muscular effort, but it is not clear how this could bring it about. 

The only characteristic symptom in these cases is hydrorrhea. 
If the discharge in the first half of pregnancy is as clear as water it 
is amnionic fluid, if from the first it is stained with blood or is straw 
yellow in colour and stiffens linen it is exudation from endometritis 
decidualis. The danger of infection is very slight if it exist at all, 
and antiseptic vaginal douches are unnecessary, and even contra- 
indicated as being likely to cause contraction of the uterus. 


Henry Rvussett ANDREWS. 


Turning in Primipare with Contracted (flat) Pelves, and the 
Adoption of a New Method in Difficult Version. 


Brose (Pavt). Zeits. fiir Geburts. und Gyndkol. Bd. 51. Ht. 3. 


At a meeting of the Berlin Obstetrical and Gynecological Society, 
held in January last, Brése gave an account of 10 cases in which he 
had delivered by version in primipare with flat pelvis. Six of the 
patients were over 30 years of age, the oldest being 41. The diagonal 
conjugate in every case was 4—4} inches. In five cases he attempted 
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to deliver with forceps, and in more than one case he stated that he 


pulled with the forceps with all his strength. Before attempting 
version he made a deep incision on the right side through the lower 
part of the vagina, the hymen, the skin, perineal fascia, bulbo- 
cavernosus and transversus perinei muscles into the ischio-rectal 
fossa by the side of the rectum towards the tuber ischii. He prefers 
this incision to the risk of a complete rupture of the perineum which 
may be made by the operator’s forearm. He considers also that the 
resistance of the vaginal walls is often the cause of fatal delay in the 
birth of the after-coming head. The incision, which is sometimes 
considerably lengthened in an upward direction by tearing, is care- 
fully sutured, heals by first intention and very seldom gives rise to 
any subsequent trouble. In some cases he incised the cervix as well, 
making four or five cuts with curved scissors, but he never made 
incisions extending as deep as the vaginal fornices as advocated by 
Diihrssen. He made use of a novel method in turning. The head in 
every case was situated below a retraction ring, and mere traction on 
a leg was not sufficient to displace it. Instead of pushing up the 
head while traction was made by a noose applied to the leg he 
inserted one hand into the uterus with the tips of the fingers 
projecting into the uterine cavity above the retraction ring, with the 
palmar surface against the head and the dorsal surface against the 
uterine wall. He found that when he pulled on the leg with his other 
hand the head glided up along the internal hand and easily slipped 
up above the retraction ring. All the children were born alive, but 
two died an hour or two after birth, probably from damage to the 
head. All the mothers made good recoveries. He contended that if 
he had not turned he would have had to perforate four living 
children, and to perforate three after waiting until they were dead. 
In the other three cases there was evidence that the foetus was 
becoming asphyxiated. 

A lively discussion followed. Brése was congratulated on the 
fact that he had not ruptured the uterus in any of the cases. The 
President thought that most of the labours would have ended satis- 
factorily if left to nature. Some critics considered that traction on 
both legs would have rendered the introduction of a hand by the side 
of the head unnecessary. It is interesting to note, from the opinions 
expressed, that the use of high forceps is becoming popular in Berlin, 
far more so than in Vienna. Brdse, in his reply, said that this 
method should only be used by possessors of manipulative dexterity, 
and not by beginners. 

Henry RvssELL ANDREWS. 
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Tarnier’s Ecarteur Utérin and its Use. 
Herke,. Archiv fir Gyndkol., 1904. Bd. 71. Ht. 3, p. 522. 


TARNIER’s uterine dilator appears to be but little known outside 
France. Heikel therefore records forty cases in which it has been 
employed in Helsingfors since the year 1894. Tarnier first published 
a description of the ecarteur in 1890. It consists of three metal 
blades each 36cm. in length, united by a central hinge without 
crossing one another. Each branch ends in a leaf-like or “ spoon- 
shaped ” extremity which is placed inside the os uteri. The handle 
end of each branch is bent outward so as to retain in position an 
elastic band placed round the three handles. With the patient in 
the lithotomy posture, and without the aid of an anesthetic, it is 
easy with a finger to guide the tip of each branch through the os uteri 
so that it rests between the cervix and the presenting part of the child. 
If the membranes are ruptured the application of the instrument must 
be done between pains, but premature rupture, should it occur in spite 
of care, is of little importance. As Tarnier pointed out, it is often 
unnecessary to use more than two branches. Iodoform gauze is used 
to prevent abrasion at points of contact between the instrument 
and the vulva, and to pack the space between the branches so as to 
protect the parturient canal from the air. One or more indiarubber 
bands of suitable size are then stretched over the handles 
by the elasticity of which the cervix is stretched. This 
mechanical pressure of the instrument, hasten the dilatation of the 


cervix. It is possible by applying manual pressure to use the 
ecarteur as a direct mechanical dilator, but this is an improper use of 


the instrument and is liable to cause serious tearing. The pressure 
exerted by the rubber rings should equal the weight of from 800 to 
1,500 grammes in order to give the best results; 2,000 grammes and 
over produce tetanic contraction of the uterus, and severe pain, while 
with so great a pressure there is also a risk of tearing the cervix. It 
is clear that with an equal number of rubber rings the pressure will 
be greatest when the handles are farthest apart; that is when the 
instrument is first introduced. As the cervix dilates the 
blades of the instrument diverge, the handles approach one 
another and the rubber rings encircling them are less stretched. 
This fact is stated to be advantageous in action. Another useful 
feature of the instrument is that while it is in position a glance at 
handles shows the degree of dilatation which has been attained. 

The indications for the use of this dilator are said to be as 
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follows :—Weak pains, over-distension of the uterus, anatomical or 
spasmodic rigidity of the cervix, high position of the presenting 
part with early rupture of the membranes, retention of a dead 
fetus after rupture of the membranes, phthisis, threatened 
eclampsia, heart failure, transverse position, prolapse of the cord, 
prolonged labour. Contra-indications are fibroma or carcinoma of 
the cervix, placenta previa, imminent eclampsia. Fieux mentions 
two cases of fatal rupture of the uterus due to the use of Tarnier’s 
ecarteur. He thinks the instrument useless in cases where rapid 
delivery is required, besides causing pain and abrasions of the vulva 
and vagina. 

Grosse records a case in which the ecarteur caused a slight tear 
which during the expulsion of the child extended up to the insertion 
of one Fallopian tube, so that the uterus had to be extirpated. 
Amongst the author’s 40 cases there were seven of eclampsia; in three 
cases the condition of the fetus demanded delivery, in another the 
mother was in a fever. The other 29 cases were simply instances of 
prolonged labour. In most of the cases the author considers that 
hydrostatic dilators could not have been used without displacing the 
presenting part. The results are not considered brilliant by the 
writer. In many cases the instrument produced no effect, and in 
others the effects were slight and slowly attained. The lives of five 
children might have been saved had dilatation been produced more 
quickly. The ecarteur does not compete with dilators of the Bossi 
type nor with incision of the cervix, but rather with hydrostatic 
dilators over which it has certain advantages which are obvious. 


W. E. Foruercitt. 


On the Use of Bossi’s Dilator. 
Hany. Archiv fiir Gyndkol., 1904. Vol. lxxi. No. 3. 


Tie writer remarks that the instrument owes its popularity to 
Leopold’s advocacy, its inventor’s demonstration at Berlin in 1890 
having attracted but little attention. In 1896 Bossi published 112 
cases with satisfactory results, but the use of his instrument con- 
tinued very limited and confined to the hospitals of France and Italy. 
Only after Leopold’s entirely laudatory paper in 1902 was the 
dilator widely used. Professor Heinricius introduced it to his 
clinique in Helsingfors in the same year, with the results described 
by Hahl in the present paper. Eleven cases are recorded in detail; 


the results were uniformly favourable, but no serious complications 
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were encountered. There were six cases of eclampsia, attacks com- 
mencing before labour in three and during labour in three. In one, 
dilatation was done in order to remove a hydatidiform mole. The 
writer considers that Bossi’s dilator but slightly affects the frequency 
and strength of uterine contractions. He thinks the instrument 
entirely out of place in placenta praevia, when the cervix, owing to 
the position of the placenta, is unusually soft and yielding, tears 
easily and bleeds freely. He states the indications for rapid 
mechanical dilatation as follows:—(1) Eclampsia; (2) accidental 
hemorrhage; (3) abortion, from the fourth month onward, in which 
expulsion is delayed by rigidity of the cervix; (4) parturition when 
delivery is desirable on behalf of the mother or of the child; (5) 
induction of labour when other methods have failed. 

As to the method of delivery, the writer much prefers the use of 
the forceps to version. When the dilator is removed contraction of 
the os uteri occurs promptly, adding to the ordinary risks of head- 
last delivery. Extraction has to be done rapidly to avoid gripping of 
the neck before the head is through the cervix and this favours 
tearing. The application of the forceps renders slow and 
careful delivery possible—a great advantage after rapid mechanical 
dilatation. The third stage of labour was found by the writer to be 
quite normal after the use of the dilator. 

W. E. Foruereitt. 


On the Application of External Pressure in Presentations of the 
Head, 


BoxetmMann (W.) Graefe’s Sammlung, 1904. Vol. v. No. 7. 


Tue author maintains that when, in 1867, Kristeller published his 
paper on expression of the foetus his method met with universal 
acceptance ; all were anxious to adopt any plan which would obviate 
the risks of septic infection. In the modern days of aseptic mid- 
wifery Kristeller’s views and his practice have fallen into abeyance, 
as the author shows by numerous quotations from the chief German 
text-books. [We may say this is not so as regards British text- 
books.] Another reason for this is the adoption of Lahs’ view of the 
mechanism of labour, for according to him pressure is not exerted 
along the line of the fetal axis, but the foetal mass may be looked 
upon as a fluid mass. This opinion the author combats, so far, at any 
rate, as concerns the mechanism after the rupture of the membranes. 
Dr. Bokelmann objects to the term expression, as this implies the 
expulsion of the child. In this paper he recommends external 





64 Journal of Obstetrics and Gynecology 


pressure as a means of hastening labour not necessarily in the final 
stages. On the contrary, he does not think that it is of much use in 
the case of primipare where the labour is delayed by rigidity of the 
soft parts at the pelvic outlet. The method is, of course, very 
ancient, and is in common use among so-called savage races, but 
among such peoples the pressure may be too severe and do injury to 
mother and child. The pressure should be applied to assist in dilating 
the os uteri where the membranes have ruptured early. It should 
be applied to assist the presenting part to engage even in cases of 
moderate disproportion between the presenting part and the pelvis. 
It is specially useful in cases of delay in the second stage in 
multipare where the pains seem to be feeble and little progress is 
being made, as also in helping the natural powers when the pre- 
senting part is at the outlet. It should always be used in preference 
to other measures, such as hooking the finger into the axilla, where 
there is delay after the birth of the head. It is of great assistance to 
the operator in extraction with the forceps or cranioclast. Pressure 
can be applied with the patient in the dorsal or in the lateral 
positions: it should be applied downwards at the fundus to assist the 
action of the diaphragm and backwards on the front of the uterus to 
assist the action of the abdominal muscles. With moderate pressure 
no harm can follow. Interrupted pressure cannot suffocate the child 
as the pressure is applied over a small area of the placenta and any 
ordinary pressure cannot, or at any rate does not, produce separation 
of the placenta. He has never seen post partum hemorrhage result 
from this treatment. The method is contradicted where the uterus 
has been damaged by previous rupture or by Cesarean section. 


E. H. L. Ourpuant. 


Metritis Dessicans Puerperalis. 
GorrscHaLK. Zeits. fiir Gyndkol., 1904. No. 23. 


Tue patient was aged 24 years, a i-para, with generally contracted 
and flat pelvis. After labour had lasted three days and a half a 
living child was delivered by podalic version. Eighteen days after 
delivery, during which the patient had survived severe puerperal 
fever, a portion of the uterine wall measuring 16x4x2icm. was 
passed in a most foul and necrotic condition. After this, recovery 
took place. Two abortions followed. The patient is now (March, 
1904) seven months pregnant and appears well. The two important 
factors in the etiology of this form of puerperal fever are—infection 
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and trauma. In addition to actual gross injury at the time of 
delivery Gottschalk lays stress on the injurious action of strong 
antiseptics, especially when used late in the disease. The modern 
use of alcoholic solutions he considers specially injurious. Anti- 
septic intra-uterine douches are to be used only in the very early 
stages of septic endometritis and in only moderate quantities. The 
symptoms of this type of puerperal infection are characterised 
according to Gottschalk by a rapidity and smallness of pulse out of 
all proportion to the temperature of the body. The latter undergoes 
only very slight morning remissions. The large size and great 
tenderness of the uterus are significant. The lochia become foul 


late in the disease, but the condition cannot be diagnosed with any 
certainty. 


CuTHBERT LOcKYER. 


Burns of the Mamma and Lactation. 
Priancuv and Petianpa (Cu.). L’Obstétrigqze, May, 1904. 


Burns of the breast are not very commonly observed, or at any rate 
are not frequently recorded. Tripier, in his article in the Dict. 
Encycl., remarks that if these burns are extensive there is a risk of 
obliteration of the milk ducts. But what is the result to the gland of 
this accident? Billroth answers by the hypothesis that the gland 
will secrete as usual, and finding itself unable to excrete will then 
atrophy, as does, for instance, the parotid when the excretory duct 
has been ligatured. Delbet, however, relates a case in his T'raité de 
Chirurgie in which the excretory milk ducts were obliterated by a 
scar. When milk was produced the whole gland tissue became 
excessively engorged and the skin over it so distended as to slough, 
leaving milk fistule. The milk secretion ceased after a time though 
the patient continued to suckle with the other breast. In a 
subsequent puerperium the affected breast did not produce milk 
showing in all probability that the gland tissue had been completely 
destroyed. 

The authors relate two cases. The first is that of a primipara 
aged 22. In early childhood she had fallen into the fire and sustained 
a burn of the left side of the chest. On examination at the end of 
pregnancy there was found a cicatrix over the left breast which 
appeared well developed and was slightly drawn upwards. There 
was no trace of nipple or areola, so that the obliteration of the 
excretory ducts appeared to be complete. Forty-hours after delivery 
lactation began and both breasts became large. The affected one 

5 
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became engorged and the skin over it was distended and pale: it was 
painful and very tender. As the woman refused to suckle, padded 
bandages were applied to both breasts, which by the end of three days 
had considerably diminished in volume, and by the end of only five 
days had returned to their ordinary size without any sign of 
inflammation. 

The second case is that of a ii-para aged 22. In early childhood 
she was scalded with boiling water over the front of the chest. An 
extensive scar resulted, involving both breasts: it was thick and 
keloid in parts; bands dragged the breasts together and a band 
limited the movements of the right arm. The areola of the left breast 
was intact; the nipple, though small, was elastic and could be easily 
drawn out. On the right side the lesion seemed to have been more 
severe. The areola was hard, and the nipple was almost flat and 
could be depressed through the hard ring of cicatrix like a small 
umbilical hernia. At puberty the breasts had developed equally; 
after labour the milk rose in the breasts normally, and the child was 
able easily to suck the left breast, thanks to the softness of the areola. 
The hardness of the right areola made it impossible at first for the 
child to grasp the nipple, which was more often depressed than drawn 
out by the lips. Massage, however, of the areola got over this 
obstacle. The authors do not hazard a conjecture as to the course of 
events in the first case if the woman had suckled with the sound 


breast. 
E. H. L. Oxvrewanrt. 


GYNA:COLOGY. 


Further Communications on the Function of the Corpus Luteum. 
FRAENKEL (L.). Zeits. fiir Gyndkol., 1904. No. 19. 


By observations on the human body and on animals L. Fraenkel claims 
to have confirmed the following theory, which is based on anatomical 
and physiological facts :— 

1. The corpus luteum is a gland with an internal secretion 
capable of being always formed afresh in the (functional) ovary. 

2. The corpus luteum carries cyclic nutritive impulses to the 
uterus, especially as concerns the endometrium, in the connective 
tissues of which it excites extreme hyperemia and hyperplasia. 

3. It affects the adhesion of the impregnated ovum, or failing 


this, it excites menstrual secretion. 
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In bitches Fraenkel has watched the embedding of an 
impregnated ovum seven days after coitus, and finds that excision of 
the ovary, or destruction of the corpus luteum in such a case prevents 
embedding of the ovum, even when the remainder of the ovary is 
intact. Again, in nine cases of ventrofixation of the uterus in which 
the adnexa were healthy, Fraenkel has prevented, in eight cases, 
the next menstrual epoch by ignipuncture of a fresh corpus luteum. 
This has a practical bearing upon ovariotomy performed during 
pregnancy, which should be deferred until the seventh or eighth 
week, when the function of the corpus luteum has been completed. 
The corpus luteum of the cow has been utilised as a therapeutic 
agent, the parenchyma being dried and supplied in tablet form under 
the name of “ Lutein tabletten.” In threatened abortion the author 
has tested the use of the lutein tabletten in fifteen cases. He says the 
results were trustworthy and prompt, but not absolute nor lasting, 
since in certain severe cases, fresh signs of abortion occurred, but most 
probably a human preparation would be entirely successful. It is 
not intended to supplant odphorin by the new remedy, lutein, as it is 
doubtful if the entire active internal secretion of the ovary is confined 
to the corpus luteum. The interstitial portion of the ovary probably 
has its own internal secretion, as has the epithelial portion (corpus 
luteum). 

The author next refers to Lindenthal’s case, in which he ruptured 
a fresh follicle of a healthy ovary whilst performing ovariotomy for 
a cyst of the opposite side, and menstruation occurred prematurely. 
Fraenkel has also confirmed this experiment in a case of his own, 
where menstruation was not due for a fortnight, but it occurred 
four days after operation. The author states that his observations 
prove that the rupture occurs a fortnight before the onset of the 
uterine flow, and the corpus luteuny which results, determines by its 
internal secretion the next menstrual epoch. Mandl cites his own 
experiment to refute this. After he (Mandl) had transplanted an 
ovary between the muscles and fascie of a bitch, coitus was per- 
mitted, and some days later the other ovary wasremoved. Embedding 
took place, although the bitch had only one ovary, and that one 
MandI found to contain no corpus luteum. Halban doubts if corpora 
lutea can be found in transplanted ovaries. The writer next draws 
attention to the association of vesicular mole and ovarian cysts. He 
mentions his own case and those of Kreutzmann and the one 
published by Malcolm, Bell and Lockyer at the Obstetrical Society of 
London. In these cases he regards the ovarian tumour as the 
primary lesion and the disease of the ovum as secondary to it, and 
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adds that no one can regard the coincidence as accidental. He further 
states that he believes the primary ovarian lesion to be “an injury ” 
to the corpus luteum resulting in diminution of lutein tissue. 
Runge, on the other hand, attributes the excessive growth of the 
trophoblast layers to a plus quantity of lutein cells and Pick favours 
the latter view. Fraenkel has performed the following experiments 
in connection with the question of the influence of corpora lutea 
on pregnancy :— 

1. In many cases he removed corpora lutea from both ovaries, 
leaving some undisturbed: the result was that the pregnancy con- 
tinued. 

2. Cavities in the neighbourhood of corpora lutea were burnt: 
result, pregnancy undisturbed. 

3. Histological proof was obtained that in cauterisation of a 
corpus luteum the surrounding stroma does not suffer injury. 

4. Mandl’s test experiment was repeated: result, no pregnancy. 
The corpus luteum theory is associated with many physiological 
questions. Atrophy of the uterus has been observed to follow 
removal of corpora lutea. Is physiological lactation-atrophy 
associated with the corpus luteum ? 

Fraenkel has carried the question of the uses of lutein cells into 
the region of biochemistry, and in addition to the specific lutein 
substance which he has obtained from the cow, sheep, and pig, he has 
procured antilutein substances from dogs, guinea-pigs, and mice. 
By means of this body it is suggested that sterilisation may be 


brought about by biochemical means. 
Cutupert Lockyer. 


Two Solid Ovarian Embryomata: A contribution to the 
question of malignancy in these tumours. 


Rotue. Monats. fiir Geburts. und Gyndkol. Band xix., Heft 6. 


In the first case two tumours were removed by operation from a 
married woman aged 39. One of these tumours was solid and gave 
the characteristic appearances of an embryoma microscopically, and 
was associated with a large pseudo-mucinous cyst containing about 
a litre of fluid. The other tumour was the size of a goose’s egg and 
gave the ordinary appearances of a dermoid cyst. The first tumour 
contained many small cysts containing hair, sebaceous or jelly-like 
material, also islands of cartilage and bony ossifications. The general 
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stroma showed much cellular proliferation in places as if it was 
becoming sarcomatous. The patient died of a recurrent tumour about 
six months after the operation. The second patient was aged 27, 
and had no children. Two tumours also were removed from her by 
laparotomy, one from the left ovary giving the ordinary appearances 
of a dermoid cyst, the other from the right ovary being as large as a 
man’s head was partly solid and partly cystic, the latter filled with a 
pseudo-mucous fluid. In the solid mass were found tissues of 
varying characters arranged in no particular manner, among them a 
well developed corpus luteum and a mass as big as a walnut having 
the microscopic appearance of thyroid gland. In addition to these 
the tumour contained skin with hair, sweat and sebaceous glands, 
muscle fibres, cartilage and bony islands. There was no evidence in 
this tumour of sarcomatous degeneration, and the patient remained 
quite well eighteen months after the operation. These are the kinds 
of tumour which have led to the common belief that teratomata, as a 
rule, must be reckoned as malignant tumours. This has been 
recently discussed in a paper by Jung (Jonats. fiir Geburts. und 
Gyndkol., Bd. xiv., p. 646) following out the work of Wilms, whose 
opinion has often been quoted, “that the solid embryomata do not 
differ qualitatively from the cystic, and that both may become 
malignant by sarcomatous or even carcinomatous degeneration.” Jung 
collected 20 cases, of which 12 showed sarcomatous degeneration, but 
carcinomatous degeneration has not been definitely proved to occur 
in these tumours. No doubt there are transitional states between 
dermoid cysts and teratomata, and there is plenty of evidence to show 
that both may become malignant, but this does not justify the state- 
ment that dermoid cysts bear the same relation to teratomata that 
adenomata do to carcinomata. <A point of some interest brought out 
by the author is that many tumours are judged to be of a benign 
‘character because no recurrence occurs after removal; it seems, 
indeed, to be pushing scepticism too far to consider a lasting cure 
as evidence of non-malignancy. The whole subject is full of interest, 
especially in the light of the recent cases described, one by Gottschalk 
called by him follicular malignum ovarii; a similar one by 
Kretschmar, but described as an endothelioma; Katsurada’s case of 
ovarian teratoma, containing colloid substance; and R. Meyer's case, 
called by him struma ovarii colloides. 
Tuos. G. STEVENs. 
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On the Histo-pathology of Chronic Odphoritis. 
Pinto (Carto). Zeits. fiir Gyndkol., 1904. No. 23. 


From a study of twelve cases Pinto has come to the conclusion that 
the usual division of chronic oéphoritis into interstitial and parenchy- 
matous is untenable. Such a division in acute inflammatory 
processess is certainly impossible, and in the chronic variety changes 
in the stroma and in the follicles occur pari passu. With regard to 
the causation of chronic odphoritis, it is in some cases a spread of 
inflammation by continuity of tissue, e.g., in tuberculosis, and then 
the process spreads from the periphery inwards until the deepest part 
of the organ is involved. In other cases the pathological agent is 
brought to the gland by the blood and lymphatic vessels which enter 
the hilum of the ovary. In the first class the changes may be solely 
cortical, in the second type they will be more diffuse and the follicles 
will be involved together with vessels and stroma. In both types the 
changes are interstitial and parenchymatous, but to the first the 
limitation to the periphery entitles it to be described as cortical, 
whilst in contradistinction, the second type may be termed diffuse. 
In the cortical type of odphoritis the ovary is about normal in size, 
and presents surface adhesions. The albuginea is more or less 
thickened. In the cortex of a recent case round-celled infiltration is 
found, especially around the vessels. Later on the spindle-celled 
connective tisse is changed to a fibrous structure devoid of cells, and 
only here and there in the midst of such tissue are healthy follicles 
seen. The latter are always diminished in number. Some are 
normal, others present various stages of degeneration. Those 
nearest the surface suffer the greatest change as regards degeneration 
of their epithelium and of the ova, whilst those more deeply situated 
may in the same case be quite normal. Of the degenerate follicles 
some have suffered atresia, others are cystic. In this type the 
medullary substance is but little, if at all, altered. 

In the second or diffuse type the ovary is contracted and puckered. 
The cortex at first shows hyperplasia, and the number of primordial 
follicles is reduced, later the cortex becomes atrophied. The follicles 
are partly normal or tend to atresia or to dilatation, but the changes 
in the follicles are less marked in this diffuse type than they are in 
the cortical odphoritis. The medulla shows hyperplasia of the 
stroma, which in turn passes into dense tissue devoid of nuclei. The 
vessels are very numerous, they show hyaline degeneration of their 
middle and internal coats, endarteritis obliterans, or perivascular 
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sclerosis is also seen. In some cases dilatation of lymph-vessels is 
apparent. Free hemorrhages are frequent in both stroma and 
follicles; less often round-celled infiltration is seen. This type is 
usually referred to as interstitial odphoritis and ends in general 
sclerosis of the ovary (the senile ovary of Bulius). 

In some cases the cortical and diffuse types blend. There is one 
form limited entirely to the ovary ; another the result of periodphoritis 
adhesiva. In the first of these two forms—that limited to the ovary— 
the ovary seems changed entirely into connective tissue, follicles 
being entirely absent. This is the interstitial variety of Martin and 
Orthmann. In the second, besides interstitial changes such as one 
sees in the first form, the ovary presents numerous larger or smaller 
follicles. This is Martin and Orthmann’s odphoritis universalis, and 
corresponds to the so-called cystic follicular degeneration. Pinto 
will not accept the association of follicular degeneration and chronic 
inflammation. According to this writer the one great cause for 
chronic odphoritis is infection, especially gonorrhcea, all others being 


more or less hypothetical. 
CuTHBERT LOCKYER. 


Accidental Perforations of the Uterus. 
Farrcuitp (D.S8.). Annals of Gynecol. and Pediat. Vol. xvii., No. 5. 


Farrcuitp thinks that this condition is far commoner than is 
supposed because the circumstances under which it happens in 
gynecological practice or on efforts to produce abortions, generally 
leads it to be passed over, the results which at times follow being 
often assigned to other causes. Brothers, of New York, has collected 
66 recorded cases, of which 17 died and 49 recovered. In legitimate 
practice the use of the sound or curette is the most common cause ; 
when the uterine wall is softened by inflammation or disease the 
sound can pass through so easily that the operator may be unaware 
of the accident. The author thinks that perforation of the uterus by 
the curette would not be so serious if it were not for the associated 
treatment of irrigation probably washing into the abdominal cavity 
some infective material and therefore increasing the risk of 
peritonitis. Perforation with a sound which has been properly 
prepared for exploring the uterus will not generally be followed by 
serious consequences, but with a curette it is much more dangerous. 
About 25 per cent. of the recorded cases have proved fatal. 

The treatment of accidental perforation of the uterus depends 
on the nature of the instrument used and when it is treated, since 
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owing to the dirty instruments used for criminal abortion and the 
dishonesty of the operator, many cases do not come for treatment 
till in extremis, whilst in legitimate practice the fear of censure 
has its influence on the nature of the efforts made. In four cases 
of perforation with the curette in the author’s own practice, three 
were successfully treated by rest and the local application of ice, 
while in one the fundus was delivered through an anterior vaginal 
incision and the opening closed with catgut sutures. Rosenfeld 
treated a case in a similar manner, whilst Glaser and Keatmen each 
mention a case of perforation with a curette which were treated by 
hysterectomies. Schwarz, while curetting after an abortion, having 
perforated the uterus, packed it with gauze. Circumscribed 
peritonitis resulted, the patient recovering. Guerard, Billroth, Mann 
and Alberti each performed a laparotomy for the repair of perfora- 
tion. In three of these cases the intestines had passed into the body 
of the uterus, and in two the intestine was resected. All recovered. 

The author advises the following treatment : Perforation with a 
small clean instrument, no irrigation being used, should be treated 
with rest and the application of ice. If irrigation has been employed 
and a mild infection results, rest and ice; if a severe infection results, 
vaginal hysterectomy. If the perforation is large, either deliver the 
fundus through an anterior vaginal incision and suture rent with 
catgut sutures or remove the uterus. It is not good surgery to allow 
an opening of any considerable size to go unrepaired, not only on 
account of the danger of infection of the peritoneum, but also on 
account of the risk there is of the intestine escaping through the 
opening in the uterus and becoming strangulated. 

Comyns BERKELEY. 


The Late Results of Removal of the Uterus and Appendages by 
the Abdominal route, and clearing out the Pelvis in Carcinoma 
of the Uterus. 


Jacoss (C.). Le Progrés Médical Belge, June Ist, 1904. 


Tue writer records his results in the treatment of carcinoma of the 
cervix since 1897. In 95 cases he removed the uterus and appendages 
with the sub-peritoneal, peri-ureteral and peri-vesical connective 
tissue and lymphatics, and the connective tissue and lymphatics of the 
broad ligaments, and excised the upper part of the vagina. The 
operative mortality was 6°3 per cent., 7.c., 6 out of the 95 cases died, 
1 from pneumonia, 1 from embolism, 1 from exhaustion and 3 from 
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infection; 6 cases were lost sight of. Of the remaining 83 only 
7 are still free from recurrence, and 3 of these have been operated 
on within the last year. In 1 case the operation was performed 1} years 
ago, and in 2 cases 2} years ago. The remaining case is well and 
free from recurrence 6 years after the operation, although a recurrent 
mass as large as a chestnut was removed 4 years ago, 7.c., 2 years 
after the operation, from the vaginal scar. In five cases there was 
immediate recurrence, or rather the operation was incomplete. There 
were 43 recurrences in the first year, 20 in the second year, 4 in the 
third year, 2 in the fourth year and 2 in the fifth year. Carcino- 
matous lymphatic glands were found in 49 out of the 95 cases, in 19 
the glands were free, and in 27 there was secondary infection of the 
glands, 7.c., inflammatory, not carcinomatous, infection. In the case 
that is without recurrence 6 years after the operation the glands were 
free. In the 76 cases of recurrence the glands were carcinomatous 
in 45, free in 31. The author gives also the results of 82 cases of 
vaginal hysterectomy for carcinoma of the cervix. One died from 
the operation and 11 were lost sight of. Of the remaining 70 not 
one was alive after 4} years. The carcinoma recurred in 49 cases in 
the first year, in 9 in the second year, in 11 in the third year, and in 


the remaining one in the fourth year. 
Henry Russet, ANDREWS. 


Primary Carcinoma of the Vagina. 
Amann. Monats. fiir Geburts. und Gyndk. Band xix., Heft 6. 


Tue author showed the specimen removed from a multipara, aged 58, 
at the Gynecological Society of Miinich, the interest of the specimen 
lying in the method of removal. Inasmuch as the growth was a 
large one it was necessary to remove a complete ring of the vagina, 
and so the whole vagina was resected from below upwards, and the 
uterus was removed as well. An incision was made around the 
vulval entrance and prolonged backwards to the left by the side of 
the rectum. The vagina was then dissected up all round, filled with 
iodoform gauze and its lower end clamped with forceps. In 
dissecting the vaginal wall off the rectum a small abscess was opened 
just between the growth and the rectal wall; as the wall of this 
abscess cavity could not be separated from the rectum, a piece of 
the rectal wall was excised, and the opening so made immediately 
closed with sutures. Next the peritoneum was opened behind, the 
bladder dissected off the uterus in front and the peritoneum opened 
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there. Then the broad ligaments were ligatured piecemeal, and 
finally the vagina and uterus were removed in one piece. The 
peritoneal opening was lessened by suturing the stumps of the broad 
ligaments into it, and the large wound between the rectum and bladder 
was lessened by sutures placed laterally. Finally, an iodoform gauze 
strip was placed in the narrow canal left, just reaching Douglas’ 
pouch. No evil effects followed the operation, the wound healed 
throughout and two years after the operation no sign of a recurrence 
could be found. Primary carcinoma of the vagina is not a common 
condition, and its removal satisfactorily is always a matter of some 
difficulty. Where the growth is a large one the result of an 
extensive operation could only be to close the vagina, and so it would | 
seem that the above-mentioned operation, although at the first 
glance a formidable proceeding, gives the best chance of a complete 
cure as it removes the possibility of any soiling of the wound from 
the growth, and at the same time removes the uterus which might 
be a source of discharges collecting above the scar. 


Tuos. G. STEVENS. 


Examination of the Bladder in Twenty Cases of Ventral 
Suspension. 


CHANDLER (SwitH1n). New York Med. Jour. and Phil. Med. Jour., 
May 28, 1904. Vol. Ixxiv., No. 22. 


For many years past it having been taught that after replacement of 
the uterus by ventral suspension frequent micturition resulted and 
continued for six months or even longer because of the new position 
of the bladder, Dr. Chandler was led to examine the bladder with a 
Nitz cystoscope in twenty cases of ventral suspension. These cases 
were not selected, but the first twenty requiring this operation 
were examined. As a result of the operation there was no trouble 
with frequency of micturition, except where some evidence had been 
found by the cystoscope which would cause this, such as stone, 
cystitis, villous growth, or in polypus, and in a large number of the 
cases in which there had been frequent micturition the operation of 
ventro-suspension cured it, perhaps by removing pressure from the 
neck of the bladder. 
Comyns BERKELEY. 
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Current Literature: Gynecology 


Two Cases of Chorio-epithelioma in Men. 


EmanvEt and v. Havsemann. Zeits. fiir Geburts. und Gynékol., 1904. 
Bd. li., Ht. 2, p. 395. 


At a meeting of the Berlin Obstetrical and Gynecological Society, 
held on December 12th, 1903, two demonstrations of specimens from 
chorio-epithelioma in men were given. 


In Emanuel’s case a man of 27 squeezed his left testicle in June 
in sitting on a stool. From that time until August the testicle was 
swollen and painful. In August it was removed. Sections showed 
typical chorio-epitheliomatous structure. He made a good recovery 
and left the hospital ten days after the operation. He returned on 
the same day, however, as the wound had broken down; he also 
complained of pain in the back. A swelling the size of a hen’s egg 
was found situated over the eighth to the eleventh ribs. Five days 
later he was seized with severe vomiting and hiccough. A few days 
later the lower half of the body became completely paralysed. Death 
took place two months after the operation. The tumour in the back 
was found to have broken through into the spinal canal. The liver 
contained numerous nodules from the size of a walnut to that of a 
fist, exhibiting on section the typical appearance of chorio- 
epithelioma. There was a large abdominal tumour involving the 
duodenum and pancreas. Sections of the metastatic growths all 
showed typical chorio-epitheliomatous structure with the two cell 
forms. In places the tissue very much resembled carcinoma. 


In von Hausemann’s case a man of 28 died seven weeks after his 
right testicle had been removed. It had been thought to be tuber- 
culous, a diagnosis which had been strengthened by definite signs of 
disease in the lungs, but examination after removal showed it to be 
a cystic teratoma containing chorio-epitheliomatous growth. Both 
lungs contained a large number of nodules of growth from the size 
of a pea to that of an apple. The spleen contained a nodule of 
growth the size of acherry. Along the aorta from its bifurcation to 
the diaphragm ran a chain of infiltrated lymphatic glands. 
All these metastatic growths showed typical chorio-epitheliomatous 
structure. 

Both Emanuel and von Hausemann agree entirely with Marchand’s 
views on the origin of chorio-epithelioma. 


Henry RvussEtt ANDREWS. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, June Ist, 1904, the President, Epwarp Mautys, M.D., 
F.R.C.P., in the Chair. 


Primary CARCINOMA OF THE OVARIES. 


Dr. Curnpert Lockyer showed a specimen of carcinoma of both ovaries 
removed by operation from a woman, 47 years of age. Both Fallopian 
tubes, though apparently normal, under the microscope were found to be 
infiltrated with cancer elements. On this account Dr. Lockyer suggested 
that in similar cases the tubes, even though apparently healthy, should be 
removed along with the ovaries. 

Miss THorng, F.R.C.S.1., described a case in which the left ovary was 
removed by operation in a patient aged 46, the other at the time of the 
operation being apparently healthy. The patient died four months later, 
when a deposit was found in the right ovary ; the ileum had been implicated 
by recurrence at the original site of operation, and secondary nodules had 
formed in the liver. 


Cancer OF THE Bopy or tHe UTERUS. 


Dr. Hersert Spencer showed the uterus removed by combined vaginal 
and abdominal hysterectomy from a woman aged 36. Fibroids co-existed 
in the case. He remarked on the slow growth of the tumour and the 
fact that the patient still remained free from recurrence 8} years after the 
operation. 

Dr. F. E. Taytor adduced the reasons which led him to regard the 
growth as having originated in a diffuse adeno-myoma of the body of the 
uterus. The specimen was referred to the Pathological Committee. 


Fisroips CoMPLIcATING PREGNANCY. 


Mr. J. Buanp-Surton showed a fibroid uterus and its contents removed 
by panlysterectomy at the sixth month of pregnancy. An interstitial 
fibroid occupied the anterior wall near the fundus, and a larger fibroid 
grew from the posterior aspect of the cervix, and almost completely 
occupied the cavity of the true pelvis. Both fibroids showed signs of 
degeneration. 

Dr. Hanprie._p-Jones remarked on the manner in which fibroids in the 
cervical area were drawn up and elongated so as to render the passage of 
an infant possible even in the most unpromising cases. He narrated a 
case in point. 

Dr. Even, who had scen the patient before the operation was performed 
by Mr. Bland-Sutton, found one arm of the foetus prolapsed with the hand 
outside the vulva and a large swelling behind almost filling the pelvis. 
Moreover the uterus was firmly retracted. He regarded attempts at 
version as impracticable, and he judged that there was considerable risk 
of spontaneous rupture of the uterus if the labour was allowed to continue. 
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Hypatip Disease 1n THE PEtvis. 


I. Dr. T. W. Eben recorded a case of primary hydatid disease 
(echinococcus) of the Fallopian tube.* 


II. Dr. Cuntincwortn and Mr. Ciurron contributed a paper giving an 
account of a case of hydatids in various parts of the abdomen.t+ 


The Presipent said that in the case narrated by Dr. Cullingworth 
it was difficult which to admire most—the persistence of the surgeons, or 
the fortitude and endurance of the patient. The success ultimately 
attained justified the repetition of the operation and the wisdom in 
dealing with the recurrences. He had seen one case of hydatid in the 
pelvis where a cyst some 34 by 2 inches was taken from the side of the 
uterus and front of the right broad ligament. From its intimate connection 
with subjacent structures it bore out the opinion of Mr. Bland-Sutton 
that these cysts originated in the subserous tissue. There was no evidence 
of hydatids elsewhere in the body; in this instance it was a single cyst, 
isolated in the situation found, and possessing all the characters of 
echinococcus growth. 


Mr. Cuurron, rismg at the invitation of the President, said that the 
patient owed her present satisfactory condition to the fact that, contrary 
to the usual experience, the development of hydatid cysts had, in her case, 
been hitherto limited to the abdomen. Had the disease affected the thorax 
or the brain, as so often happened, the result might have been very 
different. He could not withhold from the patient herself a tribute of 
admiration for the cheerful courage with which she had faced operation 
time after time. With regard to the question of pelvic hydatids, he could 
not, speaking as a general surgeon, see any reason for supposing that 
hydatids in the pelvis differed from hydatids in other parts, or that 
anything was likely to be gained by considering them separately. 

Mr. Buanp-Surton expressed his interest in the papers, and observed 
that some years ago he had taken great pains to verify the references 
and to study records relating to primary echinococcus colonies of the 
ovary. He found them unreliable, and ventured to suggest that Dr. 
Cullingworth’s specimen should be reexamined to determine whether the 
colony really arose in the ovary or in the connective tissue of the broad 
ligament, and as it increased in size flattened the ovary over its periphery. 
He had recorded a case of this kind. It would also be found that if the 
distribution of echinococcus colonies among the abdominal viscera was 
critically examined is would be seen that in the great majority of 
instances the parasite really selected the subserous tissue. This was true of 
the kidney where they flourished in the connective tissue of the renal sinus, 
the bowel, the broad ligament, omentum, rectum, ete. The immunity of 
the ovary depended on the fact that it lacked a loose serous investment, 
and this was also true of the testis, which seemed equally immune with the 
ovary to these parasites. The loose connective tissue of the meso-salpinx 
and the adjacent portion of the broad ligament formed admirable environ- 
ments for the maturation of the six-hooked embryo of Taenia echinococcus, 
but was not quite so accessible as the loose connective tissue of the meso-colon, 
the meso-rectum or the omentum. The multiplicity of lesions depended on 
the number of ova swallowed (the extraordinary number of cysts in some 
patients would suggest the probability that occasionally an entire pro- 


* Vide p. 19. t Vile p. 26. 
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glottis had been ingested); and the cysts and colonies gave rise to clinical 
signs according to the rate at which they grew, and this varied with the 
favourable nature of their position and the character of the tissues. It 
seemed also certain that the brood-cysts might be sown into the connective 
tissue of the wounds made for their removal, a view supported by the 
frequency with which echinococcus cysts grew in the cicatrices of operation 
wounds made for the removal of primary colonies. Of this Mr. Bland- 
Sutton had observed several cases in his own practice. 

Dr. F. E. Taytor said that in Dr. Eden’s case the situation of the cyst 
in the anti-meso-salpingeal border of the tube independent of the tube 
lumen lent support to the view expressed by Mr. Bland-Sutton. 

Dr. CuLLINGWorTH, in reply to Mr. Bland-Sutton, said that now that his 
attention had been called to the cyst exhibited not being actually ovarian, 
but having the ovary stretched over it, he would take steps to have a 
further examination made, and append a note of the result to his paper. 


BRITISH GYN.ZCOLOGICAL SOCIETY. 
Meeting, June 9th, 1904, Pror. Joun W. Taytor, President, in the Chair. 


Mr. Cuartes Ryatut showed for Mr. BowremMan JEsSSETT, who was 
unavoidably absent, a Soft Myoma of the Uterus, weighing 26lb., and in 
parts undergoing calcareous degeneration. The tumour was intimately 
adherent to the abdominal parietes for three inches on each side of the 
middle line, from the pubes to above the umbilicus, and a previous attempt 
to remove it, in a London general hospital, had been abandoned. As the 
patient was past the menopause and the tumour was continuing to grow, 
Mr. Jessett decided upon its extirpation. The woman suffered from shock, 
which was dealt with by intravenous transfusion and by leaving some 
saline solution in the abdomen, but otherwise she bore the operation well. 
The tumour was not adherent in the pelvis. 

Dr. H. Macnaucuton-Jongs, for Dr. ANpREw Downss, of Philadelphia, 
exhibited a set of Electrothermic Haemostatic Angiotribes, and explained 
their construction, method of action and effect. These instruments had 
been favourably reported upon by Hirst, Charles Noble, Boveé and 
Goldspohn, as well as by Dr. Downes himself, who had collected upwards 
of 500 cases in which hemostasis had been satisfactorily secured by these 
instruments. 

Dr. C. H. F. Rouru, Dr. HeEywoop Situ, Dr. R. H. Honeson, Dr. S. J. 
Aarons and the Presipent joined in discussing the exhibits. 

Mr. E. Sranmore Bisnop then brought forward the question of the 
PREVENTION OF Post-Opgrative VENTRAL Hernia, and gave briefly the 
details of four cases which had occurred in his list of more than 
350 abdominal sections. After emphasising the necessity of securing the 
firm union of the peritoneum, fascia and skin, especially of the combined 
tendons of the transversalis and oblique muscles, he discussed the various 
methods which had been, or might be, employed for this purpose, including 
Milton’s method and a modification of it which eliminated the difficulties 
sometimes caused by kinking of the secondary thread, and illustrated his 
remarks by diagrams. He then discussed the various materials employed 
for sutures, and exhibited some glass stretchers he had had made by 
Messrs. Woolley, of Manchester, for sterilising and preserving them. By 
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the aid of these stretchers a perfectly straight thread was obtained for 
each suture or ligature, while the sterilising medium had free access to 
all parts of the material. He also showed a copper case, made watertight 
by asbestos packing, for boiling catgut sutures in cumol or xylol. 

Dr. H. Macnaucuton-Jongs said that the method described diagram- 
matically by Mr. Bishop was the one he himself adopted, and, so far as 
he knew, no hernia had occurred after abdominal section in any of his own 
cases save three; in one the wound was deliberately opened twice by the 
patient, who was mentally afflicted, but was successfully closed by a third 
operation. In another the protrusion was so slight that the patient, three 
years after the operation, refused any surgical treatment. The third case 
was operated on under such desperate conditions that the through-and- 
through suture had to be employed. 

Mr. Cuartes Ryaty did not think that post-operative ventral hernia 
was always reported to the operator. He attributed much greater 
importance to the union of the fascia than to that of the peritoneum, 
muscular tissue, or skin, and thought that the neglect of close approxima- 
tion of the posterior sheath of the rectus was sometimes the cause of 
hernia. Prolonged rest after operation was an important means of 
prophylaxis. 

The PresipENT said that post-mortem evidence had convinced him that 
immediate and accurate union of the peritoneum, as well as of the fascia 
contributed materially to the solidity of the abdominal scar. His practice 
was to unite the peritoneum with fine silk continuous suture, and to insert 
interrupted sutures through the rest of the abdominal wall, which however 
were not tied until the fascia had been accurately united by fine silk 
continuous suture for its whole length. The interrupted sutures were 
withdrawn after lending their support to the buried silk for ten days. 
In only three of his cases had the silk given any trouble, and that was 
before he knew the best way of sterilising it by boiling it in a solution 
of benzene. 

Mr. Bisuop, in reply, said that while it was desirable that all buried 
sutures should be absorbable after they had done their work, neither silk 
nor catgut were so. If one could rely on catgut being absolutely germ-free 
the difficulty would vanish, but if used thin it was prone to give way and 
it was hardly possible to ensure the sterilisation of the thicknesses (No. 8) 
sometimes employed. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Meeting held at Manchester, Friday, April 15th, 1904, 
Dr. W. J. Sincuair, President, in the Chair. 


The meeting was devoted to a discussion on abortion. 


Dr. W. E. Foruercitt (Manchester) brought forward some points 
regarding the Pathelogy of “Habitual” and Incomplete Abortion. 
“Habitual” abortion was defined as a term applied to the consecutive 
occurrence of from 3 to 5 abortions in the same patient, without any sign 
of syphilis. He had examined a large number of specimens from such 
cases, and had found that there was constantly present thrombosis of the 
intervillous spaces, to an extent sufficient to cause death of the ovum. 
Regarding the use of chlorate of potash in such cases, he asked if the drug 
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diminished the coagulability of the blood? Speaking on incomplete 
abortion, with reference to the fate of portions of ovuline tissue left in the 
uterus in non-septic cases, he said that of course in many instances 
breaking down and discharge of the tissue occurred, but in others he 
suggested that the decidual cell acted in some degree as a phagocyte, eating 
up the ovuline tissues. He further suggested, on the ground of 
microscopical observation, that the decidual cell was an active phagocyte 
with the function of repelling invasion by chorionic villi. When the decidual 
cells failed to check the activity of the foetal villous growth, deciduoma 
malignum might result. 

Dr. J. B. Hexiier (Leeds) discussed The Medical Indications for 
Induction. To establish an imperative indication, the patient’s life must 
be seriously threatened and the operation must be likely to do good. In 
advanced cardiac disease induction in the early months of pregnancy was 
hardly ever the correct treatment, and strong reasons were adduced against 
the performance of the operation in cases of pulmonary tuberculosis and of 
insanity. On the other hand, Dr. Hellier recognised its value in three 
classes of diseases:—(1) Hyperemesis gravidarum of the “ pernicious ” 
kind, in which early induction was necessary to obtain a successful result ; 
a pulse of 120 implied a serious condition, one of 130 to 140 meant a 
doubtful prognosis in any case. Women who before conception had had 
symptoms of gastric ulcer, although the symptoms may have ceased for 
some time, were liable to suffer severely from vomiting in pregnancy. 
(2) Certain cases of chorea gravidarum in which serious nervous and 
constitutional symptoms appear. (3) Cases of albuminuria and anasarca 
due to nephritis. When the toxemia was due to the pregnant state the 
termination of the latter led to cessation of the production of the toxic 
material. But this effect was not instantaneous: time was required before 
improvement could be obtained, and therefore induction must not be 
delayed too long. 

Dr. J. E. Gemme.t (Liverpool) brought forward The Methods of 
Induction. Bearing in mind the hemorrhage and sepsis arising from 
incomplete natural abortion, the method chosen should be that in which 
these complications were best guarded against. The time selected should 
therefore be before the end of the fourth month; the method that of 
dilatation by means of Hegar’s dilators, curettage and gauze packing, 
after the same preparations and under the same conditions that are usual 
in any other surgical operation by the vaginal route. By this method the 
whole field of operation was under control from beginning to end; the 
difficulty of extraction of the foetus was overcome by the use of ovum 
forceps, or, if necessary, by removing the foetus piecemeal. Dr. Gemmell’s 
experience was of six cases in 18 years:—l. At third month: use of 
sponge tents followed by finger and ovum forceps. 2. At third month: 
gum elastic bougie and gauze packing of vagina: expulsion in 24 hours: 
sequele: pelvic cellulitis and abscess. 3. At third month, for cancer 
of cervix: bougie, which was expelled in 24 hours: second placed, followed 
by expulsion of ovum 48 hours later. 4. At second month: for 
hemophilia which had led to nearly fatal post-partum hemorrhage at each 
of three previous labours: passage of sound and separation of membranes: 
expulsion at end of 36 hours, 5 and 6, dilatation and curettage at one 
sitting. If pregnancy be allowed to advance to the fifth month, induction 
was of doubtful value to the patient. The method of dilatation followed 
by gauze packing or the smaller Champetier de Ribes’ bag, was the safest 
line of treatment. 
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Dr. W. Water (Manchester) discussed Zhe Treatment of Incomplete 
Abortion under two heads: (1) The palliative or expectant, and (2) the 
active or surgical. The two methods were contrasted, and their limits 
indicated. The following points were suggested for discussion:—1l. To 
what extent can we count on involution of the uterus and subsequent 
convalescence of the patient if the expectant method of treatment is alone 
adopted? 2. Would it not be more prudent to make an absolute rule in 
every case of incomplete abortion, that the uterus should be emptied 
without delay, in a surgical manner, with the fullest observance of every 
aseptic detail? 

Dr. W. Macriz Campse.u (Liverpool) discussed The Treatment of 
Abortion. After briefly reviewing the prophylactic measures, Dr. Campbell 
said that the treatment of threatened abortion was simple and unsatis- 
factory, although he had occasionally been surprised by the good results 
from ergot which had been given to empty the uterus. With inevitable 
abortion arose the question of whether treatment should be expectant or 
active. The first required time, carried a constantly increasing risk of 
sepsis, and had depressing effects upon the patient’s mental state. There 
were also the possibilities of retention of portions of placental tissue and 
the need for subsequent interference. In active treatment, if tamponne- 
ment of the vagina did not lead to the emptying of the uterus, he preferred 
dilatation followed by digital or instrumental clearing out. He had 
found digital removal a difficult procedure, unless the ovum was almost 
extruded, and therefore he preferred to use the ovum forceps. With care 
and gentleness the pain was trifling, and extraction generally easy. If the 
finger discovered some attached tissues, he employed Donald’s flushing 
curette. Bleeding sometimes went on after removal or curetting, and it 
was then necessary to pack the uterine cavity. 

Dr. Luoyp Roserts (Manchester) held that “habitual” abortion was 
due to syphilis. He advocated early induction in cases of serious cardiac 
disease, in nephritis, and especially in hyperemesis, in which he had never 
regretted the performance of the operation. 

Dr. Donatp (Manchester) considered induction justifiable in cases of 
moral insanity. He carried out the induction at one sitting, dilating up 
to No. 16 (Matthews Duncan) and then using the flushing curette. Recovery 
followed without a bad symptom. 

Dr. J. M. H. Martin (Blackburn) thought that “habitual” abortion 
was due chiefly to malpositions of the uterus or to neurotic conditions. 
In hyperemesis it was absolutely wrong to abstain from intervention. 

Dr. E. O. Crorr (Leeds) took a middle position in regard to induction. 
He advocated preliminary treatment by instrumental separation of the 
ovum or by packing the cervix with gauze. As a result the cervix became 
softer and was more easily dilated subsequently. Surgical methods, he 
thought, were advisable only in urgent cases. 

Dr. E. T. Davies (Liverpool) supported Dr. Donald’s remarks anent 
moral insanity on the ground of a similar case in his practice. 


GLASGOW OBSTETRICAL AND GYN.XCOLOGICAL SOCIETY. 
Meeting May 25th, 1904, Dr. Nice. Starx, President, in the Chatr. 


I. Dr. J. K. Ketiy showed two specimens of Lxtra-Uterine Pregnancy. 
(1) Rupture had occurred twice. (2) There was a clot at the fimbriated 
end of the tube. This had formed ten days before operation, and coincided 
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with a menstrual period which was accompanied by pain. Operation was 
performed on the night of the second hemorrhage. This hemorrhage 
was from the ruptured tube. The ovum was extruded through the 
rupture. 

II. Dr. Mituer showed for Dr. Stuarr Narrn (1) a Zube and Ovary 
enveloped in adhesions. The tube contained a blood clot, but there was no 
evidence of a pregnancy. (2) A Hydrosalpinz. There was chronic 
inflammation of the tube and ovary of the other side. 

III. Dr. Munro Kerr read notes on a case of Spontanzous Rupture 
oF THE UTERUs puRING PreGNnancy through the cicatrix of a Cesarean 
section wound, with a brief reference to similar recorded cases. 
Mrs. M., III.-para, was admitted, on 28th October, 1901, to the Glasgow 
Maternity Hospital. In both the previous labours the children were dead. 
On the last occasion craniotomy was done. The pelvis was of the flat 
rachitic type, and the diagonal conjugate was 3fin. Dr. Kerr performed 
Cesarean section, on this occasion employing Fritsch’s fundal incision. 
The patient was not sterilised, and recovery was uninterrupted. On her 
second admission the patient was judged to be in her 30th week. After 
an enema given about midnight, she complained of pain in the epigastrium, 
but shortly afterwards she fell asleep. Next morning the pain had spread 
over the whole abdomen, but as there was no vomiting and the pulse was 
not accelerated the condition was not regarded as serious. Later in the 
day the tenderness became more marked, the pulse rose to 90, the 
temperature was subnormal and the breathing more rapid. The patient 
lay with her feet slightly drawn up, and on palpation the fcetal parts could 
be made out with great readiness. There was some bloodstained discharge 
from the vagina. Laparotomy was performed the same day. On the 
abdomen being opened a large quantity of dark-coloured blood escaped, 
and the intact membranes and placenta with the enclosed foetus presented. 
The uterus lay retracted behind, and was found to have a transverse 
rupture extending over the highest part of the fundus through the 
cicatrix of the previous Czsarean section. The uterus was removed by 
supra-vaginal hysterectomy. The patient was dismissed well a month 
after operation. 

IV. Prof. Murpocu Camgron read notes of a case of Lance MESENTERIC 
Cyst. The patient, aged 32, was admitted to the Western Infirmary on 
the 26th September, 1903, with the history of swelling of the abdomen 
of 12 years’ duration. The swelling had given no trouble until a fortnight 
previous to admission, when the patient had an attack of severe pain in 
the region of the umbilicus. The circumference of the abdomen at the 
level of the umbilicus was 45 inches. Fluctuation was very distinct, but 
no nodules could be made out. Examination per vaginam was negative. 
On 29th September abdominal section was performed, and 33 pints of thin 
greenish-yellow fluid were evacuated. The cyst was very thick-walled and 
adherent over the whole surface. It seemed to be entirely encircled by 
omentum. The ovaries were quite healthy. The patient made a good 
recovery. The fluid from the cyst was slightly alkaline and of specific 
gravity 1011. It contained considerable numbers of exceedingly fatty 
leucocytes and larger cells resembling endothelial cells. Free fat globules 
were also present as well as a comparatively small number of red blood 
corpuscles. The fluid also contained a small amount of albumen. The 
cyst was practically unilocular, although partial septa existed. The 
thickness of the wall varied from lem. to Imm. Microscopical examina- 
tion of the cyst wall showed that the thin portion consisted entirely of a 
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finely fibrillated connective tissue with no trace of a specialised lining. 
The thicker portion of the wall proved to be kidney tissue interrupted here 
and there by connective tissue and leucocyte infiltration. 

V. Drs. Linpsay and Tayror read a report of a case of DiapHRAGMATIC 
Hernia. The specimen shown was a seventh month foetus. Twelve months 
previously the mother had given birth to an eight months child. The 
doctor in attendance stated that the heart was beating on the right side. 
This was also the case with the specimen shown. In the present case the 
right half of the diaphragm was complete. There was a large round 
opening in the left half of the diaphragm. Both crura were normal with 
the aorta between. The stomach, duodenum, most of the small intestine, 
cecum and appendix, ascending and transverse colon, the spleen and 
the left lobe of the liver were thrust through the diaphragmatic opening 
into the thorax, carrying before them the pleura and peritoneum, which 
together formed a complete hernial sac. The left lung was crowded into 
the upper part of the thorax. The heart and pericardium were normal, 
except that the apex of the heart lay to the right of the middle line. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting, May 1ith, 1904, Dr. Brewis, President, in the Chair. 


SPECIMENS were shown by the Presipentr, Drs. Barsour Srpson, 
Forpyce and Havuitarn. Prof. Simpson showed the Commemoration 
Plaque of the Fiftieth Anniversary of the Foundation of the Obstetrical 
Society, Leipzig. 

Communications. Dr. Hauirain read a paper on “ Malignant Uterine 
Complications of Fibro-Myomata.” The question was “ Do fibro-myomata 
influence or predispose to malignant uterine changes?” and this he 
considered from the following standpoints :—(1) Malignant degeneration 
of fibro-myomata. (2) Associated malignant disease of mucosa (a) corporeal, 
(5) cervical. From his own statistics Dr. Haultain found slight tendency 
to increased frequency in the former, but probably the reverse in the 
latter. (3) Malignant degeneration of cervical stump after subtotal 
hysterectomy. This was discussed from the point of view of subtotal v. 
panhysterectomy. Dr. Haultain concluded that a general review of the 
subject would appear to show that malignant uterine disease is but slightly 
affected by fibro-myomata, and their association is pure coincidence. 
Thus from this aspect radical operative measures for the treatment of 
fibroids without symptoms could not be urged. Dr. J. W. BaLLanryne 
read a paper on “The Obstetric Satchel: A Problem in Asepsis.” He 
pointed out the possible danger in present everyday practice that resided 
in the midwifery bag, and gave a short retrospect. of the development of 
modern antiseptic and aseptic obstetrics. He referred to the anomalous 
contrast between the precautions adopted in an abdominal section and 
those in use in an ordinary confinement case. 
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REVIEWS OF RECENT BOOKS. 


WuRMFORTSATZENTZUNDUNG UND FRAUENLEIDEN (Appendicitis and Diseases 
of Women). By Dr. Theodor Landau. Berlin: August Hirschwald, 
1904. 


Dr. Landau’s essay is carefully prepared and will repay perusal. It 
is almost entirely made up of able pleading for the author’s views, and 
lacks tables, original clinical notes and long columns of references to 
authorities. Hence the pamphlet (for it is limited to 82 pages in a thin 
paper wrapper) is of a type familiar in the medical literature of a past 
age but somewhat rare in the present day. For evident reasons, an essay 
run on old lines is rather to be desired, as far as its subject in this case is 
concerned. We have had too much of long tables of operative triumphs 
followed by the explaining away of the few deaths which are to be found 
in their columns. The tables are held by the compiler to prove that the 
operation is justifiable whilst after-histories are often omitted, even in 
statistics of plastic operations devised to cure uterine displacements, 
where without an after-history the value of such procedures can never be 
determined. Such writings demonstrate the boldness and success of the 
authors, and it may be right and useful to humanity that the results of 
their operating should be made known as long as the principle and result 
of any one operation be understood, but reasoning on a single set of 
statistics is very liable to lead to fallacy, the author’s own arguments are 
largely based on his personal success which in itself is not sufficient to 
justify his methods, whilst the reader may be prejudiced against the 
operation, or possibly against the operator himself. 

Dr. Landau’s essay, written on an opposite principle, is a review of 
what is known about inflammation of the appendix, what is familiar to us 
about diseases of women causing obscure abdominal pains and what may 
lead us to confound these two different classes of disorder, which, by the 
way, may be co-existent. There is one feature common to both, the extreme 
variability in symptoms, especially as to localisation of pain. Diagnosis 
is important in inflammatory diseases of the appendages, and is far more 
essential when acute appendicitis is present, but it must always be largely 
based on the patient’s assertions as to the point where the pain is felt. 
Pain is subjective, localisation of pain is less strictly so, hence we are 
more ready to rely on the latter than on the former. But certain general 
phenomena such as radiation, so familiar along the track of the trigeminal 
nerve, and in this case local neuroses, especially the transference of 
ovarian pain to the unaffected ovary, teach us that localisation is a very 
treacherous guide to the determination of painful affections in the hypo- 
gastric and iliac regions. How, then, can the seat of disease be defined ? 
By one way alone, namely, by exploratory operation. 

That is Dr. Landau’s general argument. When he comes to the facts 
of his case he shows that clinical evidence is entirely in his favour. 
Firstly, as to the diagnosis of appendicitis, he quotes Spelissy’s long list 
of conditions which experienced hospital surgeons have mistaken for 
appendicitis—bone abscess, suppuration in lumbar muscles, neuralgia of 
the genitocrural, etc., inflammation of glands, peritonitis not due to 
inflamed appendix, affections of Meckel’s diverticulum, scybala and foreign 
bodies in the cecum and colon, malignant and other growths of the small 
intestine as well as certain types of obstruction, perforating gastric or 





























































ws 
oe 





























Reviews of Recent Books 85 


duodenal ulcer, exudations from the ovarian pedicle or uterine stump 
after ovariotomy and hysterectomy, internal hernia, splenic abscess, 
suppurative pancreatitis, several renal and ureteral affections and common 
varieties of cholelithiasis and lastly even prostatic abscess. Thus 
clinical research is strewn with pitfalls, and when we are reminded that 
one whole class of disease with symptoms simulating appendicitis is to be 
added to this formidable list we must admit that diagnosis without the 
aid of surgical exploration is not always possible. This class of disease 
is inflammation of the uterine appendages and of tumours developed in 
those structures and respecting them pathology teaches us a great lesson 
which throws some light on the complexity of Dr. Landau’s subject. This 
lesson is the frequency of combination of the two conditions in question. 
For primary inflammations of the Fallopian tubes and ovaries may extend 
to the vermiform appendix, and primary appendicitis may involve the 
tubes and ovaries. Suppuration of an ovarian cyst or malignancy may 
be primary or secondary to suppurative appendicitis or cancer of the 
appendix. Thirdly, secondary disease of both the appendix and the uterine 
appendages is not unknown. This condition has been observed, as can 
well be understood, in tuberculosis and also in actinomycosis. 

Lastly, the pain of familiar diseases of the genital tract and other 
features in their clinical history may closely simulate the symptoms of 
appendicitis. Pain and tenderness in the right iliac region is the rule in 
inflammation of the right tube and ovary, and is not unknown when the 
opposite appendages alone are involved. Thus hydrosalpinx, pyosalpinx, 
inflamed ovary and‘ perimetric abscess may all simulate appendicitis. 
Again, the same is the case with extrauterine gestation, especially in the 
right tube, and with some cases of twisting of an ovarian pedicle or of an 
obstructed tube. Retroflexions, neuralgia of the ovary, and, Dr. Landau 
adds, movable kidney, often detected in neurotic women, may also cause 
severe pain in the right iliac region. The author, like others, does not 
rely much on tenderness and resistance at McBurney’s point as 
pathognomonic of disease of the appendix. 

Lastly, severe inflammation of the appendix puts the patient in great 
peril, and sharp but milder attacks allow of safe operative interference 
to prevent relapse. But several of the diseases of the female organs 
involve great danger and are the better for early operation. Now, Dr. 
Landau’s array of facts amply shows us that diagnosis cannot always be 
made. Therefore there can be but one opinion as to our duty. The surgeon 
must admit that he is in doubt and that an exploratory incision is 
necessary in order to decide upon the further treatment of the case. When 
he has opened the abdomen he will probably be able to remove that which 
for the first time he defines as the real seat of disease. Such is the moral 
of Dr. Landau’s essay. 


A Manvat or Mipwirery. By Alfred Lewis Galabin, M.A., M.D. (Cantab), 
F.R.C.P. (Lond.), late Fellow of Trinity College, Cambridge ; 
Consulting Obstetric Physician to Guy’s Hospital; late President 
of the Obstetrical Society of London, ete. Sixth edition; illustrated 
with 329 engravings; pp. 913. London: J. and A. Churchill. 
Price 14s. net. 


Tue sixth edition of Dr. Galabin’s work will be welcomed by students, 
both qualified and unqualified. It is not merely a reprint, but the book 
has been brought thoroughly up to date; some chapters have been 
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practically rewritten, and many illustrations and diagrams have been 
added. The subject of early pregnancy is treated in the light of recent 
knowledge, and full justice is done to the work of Leopold, Graf Spee and 
Peters on the decidua and the formation of the placenta. The illustrations 
and diagrams taken from Peters’ monograph are a great addition to the 
value of the work, and make it easier for the student to understand this 
fascinating but difficult subject. Parts of the chapter on _ ectopic 
pregnancy also have been rewritten, and tubal rupture and abortion are 
explained according to the most modern ideas. Dr. Galabin still holds 
his well-known views as to the possibility of the occurrence of primary 
abdominal pregnancy. In his description of vesicular mole Dr. Galabin 
retains the name “ myxomatous” degeneration of the chorion first given 
to it by Virchow, although Veit and others have proved that there is no 
mucin in the vesicles. There is very little in the book to which adverse 
criticism can be directed, but we venture to think that the author might 
well have warned the student more emphatically against the adoption of 
“temporising” methods in cases where placenta previa has been 
diagnosed. ‘“ Temporising” in these cases may be justifiable if the patient 
is in a hospital ward. In private practice, on the other hand, however 
easy it may be theoretically to obtain medical assistance at short notice, 
it not infrequently happens that an unfortunate combination of circum- 
stances causes a delay of an hour or more before a doctor can be found, 
and this delay may be fatal to the patient, or at least place her life in 
great danger. We notice that the author, in accordance with the usual 
teaching and experience in England, describes the cervix in placenta 
previa as being thick and not easy to dilate. German obstetricians, on 
the other hand, describe the lower uterine segment and cervix as being 
soft and readily dilatable in. this condition, and easily torn in attempts 
at hastening delivery. A description of the Dublin practice of plugging 
the vagina in cases of accidental hemorrhage has been reinserted, after 
being left out in some editions, and pace certain examiners, the Rotunda 
results fully justify this readmission. In the treatment of puerperal 
septicemia the author speaks favourably, though not enthusiastically, of 
the results of treatment with antistreptococcic serum. It is almost 
superfluous to say that we can thoroughly recommend this excellent work 
to both students and practitioners. 
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Fercunpity and uterine fibroids. 
Trevus (Hector). Bulletin de la Soc. dObstét. de Paris. No. 2. Meeting of 
February 18th, 1904. 
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Bicourn. Journ. de méd. de Bordeaux, 1904. Vol. xxxiv. No. 21. 
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HypatipirormM Motz, the vesicles do not represent altered chorionic villi, but an 
exclusively new production. 
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Kerrrer. Société Belge de Gynécol. et d Obstét. Vol. xiv. No. 5. 
ParaLysis of central origin in pregnancy. 
v. Hésstin. Miinch. med. Wchnschr., March 8th, 1904. 
Petvic DEVELOPMENT, criticism and anti-criticism on. 
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Bossr’s Ditator : clinical notes on its use. 
Armstronc. Brit. Med. Journ., March 26th, 1904. 
Casarean Section: “ Fundal-schnitt,” post-operative ileus. 
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Gattant. Amer. Medicine, May 14th, 1904. 
PUERPERAL FEVER, serum treatment of. 
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Wormser. Wien. klin. Rundschau, 1904. Vol. xviii., No. 5-6. 
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BurrensHaw. New York and Philadelphia Med. Journ., June 4th, 1904. 
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Lop. Bulletin de la Sos. d’Obstét. de Paris. No. 2. Meeting of February 18th, 
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PUERPERAL PERITONITIS treated by colpotomy. 
Gutnior (Paut). Bulletin de la Soc. d’Obstét. de Paris. No. 1. Meeting of 
January 21st, 1904. 
PuERPERAL Sepsis, a new operation for. 
Cuanpier (SwitHIN). New York and Philadelphia Med. Journ., June 4th, 1904. 
PvueERPERAL Sepsis, the forensic importance of. 
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PUERPERAL Sepsis, value of anti-streptococcic serum in the treatment of. 
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PYELONEPHRITIS following labour. 
Watticn (M. V.). Annales de Gynécol. et d’Obstét., March, 1904. 
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WaLtHarD (M.). Zeits.. fiir Geburts. und Gyndkol., 1904. Bd. 51., Ht. 3. 
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Lop. Bulletin de la Soc. d’Obstét. de Paris. No. 2. Meeting of February 18th, 
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Trevus. Bulletin de la Soc. d’Obstét. de Paris. No.2. Meeting of February 18th, 
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January 21st, 1904. 
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Bovucwacourt and Coupert. Bulletin de la Soc. d’Obstét. de Paris. No. 1. 
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NatHan. Amer. Jour. Med. Sciences, April, 1904. 
Dancer TO THE CHILD during labour, a warning sign of. 
Daniet. Brit. Med. Journ., November 26th, 1904. 
DicerHatus DrsracHivs. 
Lropotp. Archiv fiir Gyndkol., 1904. Bd. 1xxii. 
Fatat Monstrosity. 
Botssarp. Bulletin de la Soc. d’Obstét. de Paris. No.1. Meeting of Jan. 21st, 
1904. 
Fatvs, resistance of, to diseases of mother. 
Hetm. Wien. med. Wchnschr., March 5th, 1904. 
Gastric Dyspepsia with spasm of the pylorus in nursing infants. 
Tutry et Guittemot. Comptes Rendus de la Soc. d’Obstét. de Gynécol. et de 
Pediat. de Paris, May, 1904. 
H2MoRRHAGES, extra- and intra-cranial, in the new-born. 
Evans (Howett). Brit. Jour. of Children’s Diseases, May, 1904. 
Inrant Mortatity and infant feeding. 
Byrne. ‘Austral. Med. Gazette, February, 1904. 
INTRA-UTERINE CRETINISM (so-called). 
Bayon. Lancet, April 16th, 1904. 
Levcocytzs in the milk. 
Watuicn (V.). Annales de Gynécol. et d’Obstét., April, 1904. 
SrrenirormM Monstrosity, a case of. 
Cicnornis. Archiv fiir Gyndkol., 1904. Bd. 1xxii. 
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B.—GYNCOLOGY. 


I.—OVARIES AND FALLOPIAN TUBES. 

AMPUTATION, SPONTANEOUS, of ovary and tube. 

Lipscnttz. Wien. klin. Wehnschr., March, 1904. 
Carcinoma, Seconpary, of the ovary. 

Guockner. Archiv fiir Gyndkol., 1904. Bd. 1xxii. 
Curonic OépHoritis, histo-pathology of. 

Pinto (C.). Zentral. fiir Gyndkol., 1904. No. 28. 
Cyst, OvARIAN, with twisted pedicle in a girl of ten years. 

Karczewski (A.). Zentral. fiir Gyndkol., 1904. No. 17. 
Cyst Fiuip, Ovarian, and exudate, nitrogenous substances of. 

Ororr. Zeits. fiir Heilkunde. Bd. xxv., Ht. 5. 
Dovste Ovarian DERMOID in a patient (v.-para), torsion of one pedicle, transposition 

of the cysts. 

ConpDaMIN. Annales de Gynécol. et d’Obstét., March, 1904. 
EmBryomata, two solid ovarian. 

Rorue. Monats. fiir Geburts. und Gynikol. Bd. xix., Ht. 6. 
ENDOTHELIOMA OvaRII, two cases of, and one of endothelioma of the Portio-vaginalis. 

GragFE. Archiv fiir Gyndkol., 1904. Bd. Ixxii. 
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